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Major  Department:  Counselor  Education 

The  purpose  of  this  experimental  study  was  to  examine  the  impact  of  a  crisis 
intervention  training  program  on  nurses'  (clinical)  self-efiBcacy,  stress,  and  skill  in  use  of 
crisis  intervention  techniques.  The  relationship  between  the  nurses'  self-eflBcacy  and  levels 
of  stress  also  was  examined. 

Thirty  nurses  enployed  by  Shands  Hospital  in  Gainesville,  Florida,  were  randomly 
assigned  to  either  the  treatment  or  control  groups.  Nurses  in  the  treatment  group 
participated  in  a  12-hour  crisis  intervention  training  program  adapted  fi-om  the  40-hovir 
training  program  developed  by  the  Alachua  County  Crisis  Center.  Nurses  in  both  groups 
completed  pretest  and  posttest  measures  of  the  Nursing  Clinical  Self-EfiBcacy  Scale  and 
the  StressMap  Self-Assessment  Questionnaire.  At  the  conclusion  of  the  training  program, 
nurses  in  both  groups  were  videotaped  in  role  plays  with  a  pseudo-patient  presenting  a 
personal  crisis.  Trainers  fi-om  the  Alachua  County  Crisis  Center  served  as  expert  raters 
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and  evaluated  the  nurses'  skills  in  crisis  intervention.  The  expert  raters  used  a  modified 
Crisis  Intervention  Rating  Form  as  they  viewed  the  videotaped  role  plays. 

The  first  two  hypotheses,  which  examined  self-efficacy  and  stress,  were  tested 
using  an  analysis  of  covariance  (ANCOVA).  The  posttest  means  were  compared  using 
the  corresponding  pretest  scores  as  a  covariate.  The  third  hypothesis,  which  examined 
skill  in  crisis  intervention,  was  tested  using  a  t-test  to  compare  the  mean  ratings.  The 
fourth  hypothesis,  which  examined  the  relationship  between  self-efficacy  and  stress,  was 
tested  using  a  Pearson  product-moment  correlation  coefficient.  Each  hypothesis  was 
tested  at  the  .05  level  of  confidence.  The  first  and  third  null  hypotheses  were  rejected,  and 
the  second  and  fourth  hypotheses  were  not  rejected. 

This  study  provided  empirical  support  for  the  use  of  the  crisis  intervention  training 
program  presented  in  this  study  to  help  increase  nurses'  skill  in  crisis  intervention  and 
perceived  self-efficacy  in  interpersonal  interactions  with  patients  and  co-workers. 
However,  this  specific  training  program  was  not  found  to  impact  nurses'  stress  levels 
significantly  and  no  relationship  between  self-efficacy  and  stress  was  found.  It  was 
concluded  that  these  results  have  important  implications  for  the  health  care  profession, 
specifically  nursing  education,  and  for  research  in  crisis  intervention,  stress,  and  self- 
efficacy. 
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CHAPTER  1 
INTRODUCTION 

A  woman  and  her  husband  wait  anxiously  in  the  hospital  waiting  room  for  news 
about  her  father's  condition;  he  is  dying  of  cancer.  A  young  man  lies  in  his  hospital  bed 
staring  at  the  ceiling;  he  has  just  been  told  that  he  probably  will  never  walk  again.  A 
mother  bursts  into  tears;  the  doctor  has  just  informed  her  that  her  five  year  old  daughter 
did  not  survive  surgery.  These  and  other  similar  scenarios  are  re-enacted  each  day  in 
hospitals  across  the  country.  Medical  personnel,  particularly  nurses,  often  have  a  great 
deal  of  contact  with  emotionally  distressed  patients  and  families. 

Managing  intense  emotions  is  stressfiil  for  the  individuals  who  experience  them  as 
well  as  for  the  caregivers  involved.  When  asked  about  the  most  stressfiil  aspects  of  their 
jobs,  nurses  consistently  reported  issues  related  to  meeting  the  emotional  needs  of  patients 
and  their  families  (Cohen,  Haberman,  Steeves,  &  Deatrick,  1994;  Gray-Toft  &  Anderson, 
1981;  Persson,  Hallberg,  &.  Athlin,  1992;  Plante  &  Bouchard,  1995;  Stutzer,  1989). 
Nurses,  of  course,  receive  extensive  training  in  managing  the  physical  aspects  of  patient 
care  but  often  are  much  less  prepared  to  cope  with  the  emotional  or  interpersonal  aspects 
of  patient  care. 

Many  patients  and  their  families  are  in  crisis  at  some  point  during  their  hospital 
stay.  A  crisis  typically  is  defined  as  a  period  of  "psychological  imbalance"  experienced  as 
the  result  of  a  "hazardous  event"  or  situation  that  cannot  be  solved  by  using  previously 
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effective  coping  strategies  (Roberts,  1991).  Parad  and  Parad  (1990)  referred  to  crisis  as 
the  "state  of  disequilibrium"  occurring  when  an  individual  or  family  responds  to  a  trigger 
or  stressftil  event  that  they  perceive  as  a  threat.  Wainrib  and  Block  (1998)  discussed  many 
situational  and  developmental  crises  in  which  health  care  personnel  may  be  involved. 
Events  triggering  a  developmental  crisis  include  conception  or  fertility,  pregnancy, 
delivery  and  birth,  aging,  or  death.  A  situational  crisis  may  stem  from  rape  or  incest, 
abortion,  suicide,  acute  or  chronic  illness,  alcoholism,  abuse,  accidents,  and  crimes. 

Nurses  spend  more  time  with  patients  than  do  doctors  or  other  hospital  staff. 
Thus,  by  the  very  nature  of  their  job,  nurses  are  placed  in  situations  where  they  frequently 
must  respond  to  emotionally  distressed  patients  and  family  members.  Nurses,  however, 
often  are  given  little  training  as  to  what  to  say  or  do  (Pollin,  1992).  With  the  appropriate 
training,  nurses  can  be  helpfiil  in  facilitating  a  patient's  adjustment  through  a  crisis.  They 
are  in  a  unique  position  to  be  of  assistance  not  only  on  a  physical  level  but  also  on  an 
emotional  level. 

Scope  of  the  Problem 
Nurses  contact  patients  and  families  in  crisis  every  day,  and  research  indicates  that 
nurses  experience  stress  when  dealing  with  emotionally  distressed  individuals  (Gray-Toft 
&  Anderson,  1981;  Plante  &  Bouchard,  1996)  and  often  feel  ineffective  in  responding 
(Sitzia  &  Wood,  1998).  A  large  body  of  research  over  the  last  twenty  years  has  focused 
on  nursing  stress  and  burnout;  high  stress  and  burnout  have  been  shown  to  adversely 
affect  patient  care  (Chemiss,  1980;  Dugan,  Lauer,  Bouquot,  Dutro,  Smith  &  Widmeyer, 


1996).  Therefore,  it  is  critical  that  researchers  continue  to  search  for  ways  to  reduce 
stress  and  burnout  among  nurses. 

Patients  also  report  difficulties  with  the  nurse-patient  relationships  in  the  area  of 
interpersonal  communicatioa  Specifically,  research  in  patient  satisfection  confirms  a 
strong  need  for  nurses  to  be  more  effective  in  responding  to  the  emotional  and 
interpersonal  needs  of  patients.  Patients  report  that  commvmication  often  is  avoided  or 
performed  badly.  They  report  difSciUties  in  asking  nurses  questions  and  getting 
information,  as  well  as  in  expressing  their  feelings  (Fitzpatrick,  While,  &  Roberts,  1992; 
Sitzia  &  Wood,  1998).  Because  appropriate  information  exchange  and  expression  of 
emotions  are  key  components  in  the  effective  resolution  of  a  crisis,  it  is  apparent  that  many 
patients  are  not  assisted  adequately  in  this  area. 

Nurses  too  often  do  not  feel  effective  in  meeting  patients'  emotional  needs.  Larsen 

(1993)  documented  these  caregivers'  feelings: 

I  feel  guilty.  I  sometimes  try  to  avoid  families  of  dying  patients  when 
I  feel  inadequate  to  help  them  in  the  situation.  I  try  to  stay  detached 
and  come  across  as  imcaring. 

I  feel  helpless  when  there  is  nothing  positive  to  say  or  do  about  a 
patient's  condition,  when  they  and  their  families  are  wanting  me  to 
say  or  do  something  to  improve  the  situation  and  there  seem  to  be 
no  answers,  (pp.  32-35) 

Difficulty  in  meeting  patients'  emotional  needs  is  reported  by  nurses  as  one  of  the 
foremost  stressors  of  the  job,  and  nurses  do  not  receive  adequate  training  in  this  area.  In 
order  for  nurses  to  feel  more  effective  and  have  higher  efficacy  in  this  area,  it  is  critical  to 
provide  nurses  with  the  skills  to  respond  appropriately.  Nurses  need  to  feel  competent 


that  they  can  handle  any  situation  with  any  patient  (or  patient  fanuly  member)  who  is 
emotionally  distressed.  Appropriate  education  and  skill  training  may  reduce  a  nurse's  fear 
of  approaching  a  patient  or  femily  in  distress. 

There  has  been  some  research  on  empathy  training  and  general  communication 
skills  training  in  the  health  care  field  (Roter,  Rosenbaum,  Negri,  Renoud,  DiPrete-Brown, 
&  Hernandez,  1998;  Smoot  &  Gonzalez,  1995;  Woolf,  Woolliscroft,  Calhoun,  &  Boxer, 
1987).  This  research  indicates  that  these  types  of  training  have  a  positive  impact  on 
trainees'  abilities  to  respond  more  eflfectively  to  patients'  emotional  concerns  and  may 
reduce  staff  stress  and  turnover  and  improve  patient  outcomes. 

There  also  has  been  considerable  research  on  training  nurses  and  employees  in 
psychiatric  hospitals  to  respond  to  violent  and  aggressive  patients  with  crisis  intervention 
techniques  (Jambunathen  &  BeUaire,  1996;  McHugh,  Wain,  &  West,  1995;  Rice,  Helzel, 
Vamey,  &  Quinsey,  1985;  Sclafani,  1986;  Tumbull,  Aitken,  Black,  &  Patterson,  1990). 
For  example,  following  training,  psychiatric  workers  reportedly  used  the  techniques  they 
learned,  were  effective  in  resolving  crises  (Jambunathan  &  Bellaire,  1996),  generally 
reported  increased  confidence  (or  self-efiBcacy)  in  de-escalating  situations  (Tumbull  et  al., 
1990),  and  demonstrated  improved  crisis  intervention  skills  when  compared  with  a  control 
group  (Rice  et  al.,  1985).  Rice  and  her  colleagues  also  documented  a  modest  decrease  in 
assault  fi-equencies  as  well  as  an  improvement  in  patient  morale  on  wards  where  staff  had 
received  training. 

The  majority  of  the  research  on  crisis  intervention  training  with  health  care 
personnel  has  been  done  in  psychiatric  settings  and  has  had  a  primary  focus  on  managing 


aggressive  and  violent  patients.  In  recent  years,  however,  the  Critical  Incident  Stress 
Debriefing  (CISD)  model  developed  by  Mitchell  (1983)  has  been  taught  to  some  nurses  in 
hospital  settings  to  be  used  with  patients,  patients'  families,  and  colleagues.  CISD  is  a 
structured,  seven-stage  process  for  assisting  victims  and  caregivers  of  those  who  have 
been  exposed  to  traumatic  events.  However,  most  of  what  has  been  published  about 
CISD  has  focused  on  explanation  of  the  process,  program  implementation,  and  a  case 
study  approach  to  examining  the  benefits  to  those  being  debriefed  (Everly,  1995;  Hollister, 
1996;  Lane,  1994;  Ragaisis,  1994;  Shannon,  1991). 

Researchers  agree  that  there  is  a  definite  need  for  health  care  personnel  to  be 
trained  in  crisis  intervention  (Weissberg,  1990;  Pollin,  1992).  However,  there  has  been  no 
research  examining  the  psychological  impact  of  crisis  intervention  training  on  nurses  who 
have  been  trained.  Significant  questions  remain.  What  are  the  potential  benefits?  Can 
crisis  intervention  training  help  nurses  feel  more  effective?  Can  this  type  of  training  help 
reduce  their  stress?  This  is  the  focus  of  this  study. 

It  is  hypothesized  here  that  nurses  often  exhibit  a  "fight  or  flight"  (Larsen,  1993,  p. 
68)  stress  response  to  patients  in  crisis  because  of  their  lack  of  self-efiBcacy  in  this 
interpersonal  area  of  patient  care.  Self-efBcacy  theory  therefore  is  a  pertinent  model  to 
describe  a  nurse's  response  to  patients  in  crisis.  Research  also  has  linked  self-efficacy  to 
stress  (Bandura,  1982;  Jex  &  Gudanowski,  1992)  and  burnout  (Thomas,  1996),  which  is  a 
common  problem  with  critical  care  nurses. 
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Theoretical  Base 

This  research  is  based  in  crisis  intervention  theory,  self-efficacy  theory,  and 
research  on  stress  and  nursing.  The  theory  of  crisis  and  crisis  intervention  proposed  by 
Caplan  (1964),  and  based  on  Lindemann's  (1944)  work,  provides  much  of  the  foundation 
for  the  training  program  used  in  this  study.  Predictions  about  the  effects  of  the  training 
program  on  the  nurses  are  based  on  Bandura's  (1977)  v^^ell-researched  theory  of  self- 
efficacy  and  possible  links  between  self-eflficacy  and  stress. 
Crisis  Theory 

Caplan's  (1964)  view  of  normal  human  functioning  is  based  on  a  systems  theory  of 
homeostasis,  or  balance.  Caplan  believes  that  a  person  operates  as  an  individual  and  as  a 
member  of  society  in  "certain  consistent  patterns  with  minimal  self-awareness  and  sense  of 
strain"  (Caplan,  1964,  p.  38).  He  proposed  that  most  people  solve  their  problems  with 
habitual  coping  mechanisms  and  reactions.  However,  the  individual  system  always  is 
changing  because  of  development  and  minor  problems  and  adjusts  accordingly  to  remain 
in  balance.  A  crisis  is  related  to  a  "problem  stimulus"  that  is  larger  than  usual  and  that 
does  not  alleviate  in  response  to  the  individual's  normal  coping  mechanisms.  It  is  at  this 
point  that  the  crisis  occurs.  The  individual  feels  a  "danger"  to  a  "fimdamental  need 
satisfection"  (Caplan,  1964,  p.  39)  and  usually  feels  a  range  of  emotions  such  as  anxiety, 
guilt,  fear,  or  shame,  depending  on  the  situation.  Other  common  feelings  include 
helplessness,  hopelessness,  and  ineffectiveness. 
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According  to  Caplan  (1964),  the  daunting  task  for  a  person  in  crisis  is  to  work 
without  delay  through  the  intense  emotions  related  to  the  crisis.  Lindemann  (1944)  and 
Caplan  (1964)  discovered  that  individuals  who  deal  with  their  emotions  early  in  a  crisis 
have  a  better  chance  of  coming  through  it  in  a  positive  way.  However,  those  who  deny  or 
repress  their  feelings  or  who  seem  to  others  as  courageous  or  strong  often  have  more 
negative  outcomes  later  on.  Much  of  Caplan's  research  is  an  expansion  of  Erich 
Lindemann's  work  on  grief  and  loss  (Lindemann,  1979a).  A  crisis  usually  is  the  result  of  a 
perceived  loss;  therefore,  the  initial  job  of  the  person  in  crisis  is  to  work  through  the 
various  stages  of  grief  The  individual  effectively  must  master  various  cognitive,  affective, 
and  behavioral  tasks  in  order  to  return  to  a  state  of  psychological  and/or  physiological 
equilibrium  (Parad  &  Parad,  1990). 

Caplan  proposed  that  it  is  possible  for  all  types  of  people  to  come  through  a  crisis 
or  period  of  imbalance  in  a  healthy  way,  provided  they  receive  the  right  kind  of  assistance 
during  the  crisis.  He  believed  that  ordinary  people  have  a  remarkable  ability  to  adapt  to 
reality  even  when  it  is  extremely  unpleasant.  In  a  time  of  crisis  and  without  assistance, 
however,  this  strength  may  fail  them  (Caplan,  1964). 
Crisis  Intervention 

Effective  crisis  intervention,  according  to  Caplan  (1964),  helps  the  individual 
confront  the  crisis  by  allowing  the  person  to  grieve,  cry,  and  vent.  The  helper  should 
acknowledge  the  painful  emotions  because  it  is  important  for  the  person  in  crisis  to 
confront  the  reality  of  the  situation.  Providing  information  to  the  person  in  crisis. 
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however,  also  is  a  critical  component  of  effective  crisis  intervention.  It  is  important  for 
the  individual  to  get  as  many  "facts"  related  to  the  crisis  situation  as  possible.  The 
unknown  is  always  more  frightening  than  the  known,  according  to  Caplan.  The  person 
who  has  a  realistic  version  of  events  related  to  the  crisis  is  less  frightened  than  one  who  is 
afraid  to  ask  for  information. 

Caplan  (1964)  also  emphasized  the  importance  of  avoiding  false  reassurance  with 
persons  in  crisis.  It  is  helpfiil  to  allow  the  individual  to  acknowledge  the  reality  of  the 
situation.  Unfortunately,  by  merely  saying  "everything  will  be  all  right,"  the  helper  places 
the  person  in  crisis  in  a  position  of  weakness  (versus  strength).  Caplan  urged  helpers  to 
show  faith  that  the  person  is  "strong  enough  to  work  it  out  even  if  it  is  not  all  right" 
(Caplan,  1964,  p.  294). 

Another  aspect  of  effective  crisis  intervention  is  to  help  the  individual  with 
everyday  tasks.  In  a  state  of  crisis,  even  simple  tasks  may  be  overwhelming.  Most  of  the 
person's  energy  is  invested  in  the  intense  emotions  related  to  the  crisis.  Therefore,  it  is 
often  helpfiil  for  caregivers  to  assist  in  making  basic  arrangements  or  performing  daily 
tasks  immediately  following  the  crisis. 
Self-EfScacv  Theorv 

Self-eflBcacy  is  defined  as  the  belief  by  an  individual  that  he  or  she  can  successfiilly 
perform  a  behavior.  Bandura  (1977)  posited  that  perceived  self-efificacy  is  based  on  four 
sources  of  information:  enactive  attainments,  vicarious  experiences,  verbal  persuasion, 
and  physiological  state. 


Enactive  attainments  refer  to  actual  mastery  experiences,  or  those  tasks  or 
behaviors  that  individuals  accomplish  successfiilly.  According  to  Bandura  (1982), 
enactive  attainments  are  the  most  influential  sources  of  self-efBcacy.  Successes  increase 
perceived  self-eflScacy,  and  repeated  Mures  lower  it.  In  order  for  nurses  to  feel 
successfiil  in  helping  patients  in  crisis,  they  need  the  opportunity  to  experience  success 
vicariously  through  role-plays  and  eventually  in  actual  practice  with  patients  in  crisis. 

Individuals  gain  knowledge  of  their  own  abilities  by  observing  others  whom  they 
perceive  as  similar  to  themselves.  Vicarious  experiences  that  increase  self-efficacy  involve 
observing  similar  others  perform  a  task  or  behavior  successfully.    Self-efificacy  will 
decrease,  however,  when  observing  similar  others  faU  at  a  task.  Again,  a  carefully 
designed  role-play  model  of  crisis  intervention  training  would  allow  nurses  to  observe 
each  other  gaining  knowledge,  skill,  and  performing  successfiilly. 

Verbal  persuasion  refers  to  situations  in  which  an  individual  is  told  that  he  or  she  is 
capable  of  performing  successfully.  Successfiil  performance  can  be  increased  through 
social  persuasion  //the  persuasion  is  viewed  as  realistic.  Therefore,  this  behavior  change 
tactic  is  most  effective  with  individuals  who  have  some  reason  to  believe  that  they  can 
perform  successfully  (Bandura,  1982). 

Physiological  state  is  the  individual's  physical  reaction  to  the  task.  In  stressful  or 
difficult  situations,  individuals  view  a  high  state  of  arousal  as  an  indication  of  their  own 
vuhierability.  For  example,  in  situations  that  involve  much  strength  and  stamina, 
individuals  view  aches  and  pains  as  an  indication  of  their  inability  to  perform  the  tasks 
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(Bandura,  1982).  In  high  stress  situations,  such  as  helping  a  patient  in  crisis,  a  nurse  may 
view  his  or  her  anxiety  and  fear  as  an  indication  that  he  or  she  is  incapable  of  providing 
intervention.  A  training  program  that  exposes  nurses  to  a  number  of  scenarios  of  realistic 
patients  in  crisis  should  decrease  their  physiological  arousal  through  desensitization. 

Bandura  (1982)  stated  that  people  will  avoid  activities  that  they  believe  they  are 
incapable  of  managing  and  will  perform  with  confidence  those  that  they  judge  to  be  within 
their  abilities.  If  this  theory  holds  true,  then  nurses  who  are  trained  in  crisis  intervention 
(by  a  method  of  training  that  addresses  these  four  sources  of  information)  should 
experience  higher  levels  of  self-e£5cacy  when  dealing  with  actual  patients  in  crisis. 
The  nurses  who  have  higher  self-efBcacy  will  have  a  stronger  inclination  to  interact  with 
these  patients  and  to  provide  assistance. 
Stress 

Research  on  stress  began  more  than  60  years  ago.  Hans  Seyle  (1956)  is 
considered  a  pioneer  in  the  field  of  stress  research.  He  first  became  interested  in  studying 
stress  when  he  was  a  medical  student  at  the  University  of  Prague  in  1925.  Seyle  (1956) 
began  his  work  by  describing  an  organism's  physiological  response  to  stressors.  Since 
then,  many  researchers  have  contributed  knowledge  to  this  popular  area  of  study.  As  a 
result,  numerous  definitions  and  conceptualizations  of  stress  have  evolved  over  the  years. 

Seyle  (1954)  characterized  stress  as  a  "response"  evidenced  by  physiological 
symptoms.  Holmes  and  Rahe  (1967)  conceptualized  stress  as  a  "stimulus"  such  as  an 
event  or  series  of  events  that  cause  a  disrupted  response  (Cohen,  Haberman,  Steeves,  & 
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Deatrick,  1994).  Other  researchers  have  viewed  stress  as  a  "transaction"  resulting  from 
the  person-environment  interaction  (Cohen  et  al.,  1994).  Still  others  have  focused  on 
psychological  stress  or  the  cognitive  factors  involved  in  the  evaluation  of  a  threat  (e.g., 
Lazarus,  1966). 

Numerous  definitions  of  stress  have  been  utilized  over  the  years,  a  situation  that 
has  created  confusion  for  researchers.  However,  for  the  purpose  of  this  study,  stress  will 
be  defined  as  the  cognitive,  emotional,  and  physiological  responses  to  stressors  or 
pressures.  Each  individual's  response  to  a  particular  stressor  will  be  different  depending 
on  how  the  stressor  is  viewed  and  what  coping  skills  the  individual  has. 

Coping  is  an  important  concept  in  stress  research.  It  refers  to  the  process  of 
adapting  to  stressors  or  demands.  Individuals  typically  use  various  strategies  for  coping. 
These  strategies  may  be  cognitive  or  behavioral  and  may  be  healthy  or  unhealthy.  Coping 
strategies  also  may  involve  changing  the  physical  environment  to  reduce  the  threat  or 
adjusting  perceptions,  attitudes  or  goals  to  lower  the  emotional  distress  (Chemiss,  1980). 

Stress  in  the  nursing  profession  has  been  linked  directly  to  job  dissatisfaction  and 
turnover-rate  (Gray-Toft  &  Anderson,  1981),  patient  incidents  such  as  medication  errors 
and  patient  falls  (Dugan,  Lauer,  Bouquot,  Dutro,  &  Smith,  &  Widmeyer,  1996),  and 
burnout  (Plante  &  Bouchard,  1996).  The  psychological  or  emotional  pressures  of  caring 
for  patients  and  families  in  distress  often  is  listed  by  nurses  as  one  of  the  most  stressfial 
aspects  of  the  job.  It  is  important  that  nurses  be  provided  with  strategies  to  help  them  feel 
more  eflfective  in  responding  in  order  to  help  decrease  their  stress. 
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Statement  of  the  Problem 
Nurses  experience  a  great  deal  of  stress,  particularly  with  respect  to  the 
interpersonal  aspects  of  patient  care.  Research  indicates  that  nurses  feel  ineffective  in 
responding  to  emotionally  distressed  patients.  However,  they  generally  receive  little 
training  in  crisis  intervention.  Much  research  has  been  done  in  the  area  of  nursing  stress. 
However,  the  link  between  nurses'  perceived  self-efiBcacy  and  stress  is  unknown.  The 
effectiveness  of  a  crisis  intervention  training  program  intended  to  increase  nurses'  crisis 
intervention  skilk  and  perceived  self-efiBcacy  and  reduce  their  stress  also  is  unknown. 

No  research  to  date  has  been  done  to  examine  the  link  between  a  training  program 
of  this  type  and  self-efiBcacy  and  stress.  Therefore,  it  is  important  to  examine  whether  or 
not  this  type  of  training  can  be  helpful  to  nurses  and,  if  so,  how.  Evidence  of  the 
effectiveness  of  the  crisis  intervention  training  would  have  implications  for  self-eflScacy 
theory,  nursing  education  programs,  the  practice  of  nursing,  and  future  research. 

Need  for  the  Study 

Research  on  patient  satisfaction  and  patient  perceptions  of  quality  nursing  care 
supports  the  need  for  nurses  to  be  trained  to  meet  patients'  psychological  or  emotional 
needs.  It  is  apparent  from  this  research  that  not  only  do  nurses  often  have  little  knowledge 
of  what  patients  need  when  they  are  in  distress  or  in  crisis,  but  that  they  also  often  are 
afraid  to  act.  When  patients  are  in  crisis,  nursing  caregivers  often  seem  to  e)q)erience  the 
"fight  or  flight"  reaction  (Larson,  1993).  Nurses  may  become  overly  directive,  aggressive, 
or  withdraw  completely,  all  typical  reactions  to  threat  or  stress. 
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Individuals  who  are  in  crisis  experience  high  levels  of  emotional  distress. 
Individuals  who  are  emotionally  distressed  are  not  necessarily  in  crisis;  however,  a  nurse 
trained  in  crisis  intervention  will  be  better  able  to  respond  to  a  fiill  range  of  intense 
emotions.  If  nurses  are  trained  to  recognize  the  signs  and  symptoms  of  crisis  and  also  to 
respond  effectively,  they  may  feel  more  competent  and  confident  in  dealing  with 
emotionally  distressed  patients  and  experience  less  occupational  stress  and  ultimately 
improve  patient  satisfection. 

Research  on  patient  satisfaction  supports  the  need  for  nurses  to  have  improved 
skills  in  the  interpersonal  aspects  of  patient  care.  Little  research,  however,  has  been 
conducted  on  the  effect  of  various  types  of  training  on  the  nurses  themselves. 

Purpose  of  the  Study 

The  purpose  of  this  study  was  to  determine  the  effectiveness  of  crisis  intervention 
training  for  nurses  to  improve  their  ability  and  confidence  in  providing  crisis  intervention 
to  patients  and  to  reduce  their  level  of  stress.  This  experimental  study  examined  the 
impact  of  a  four  week,  12  hour,  crisis  intervention  training  program  on  the  nurses' 
(clinical)  self-efBcacy,  stress  level,  and  skill  in  use  of  crisis  intervention  techniques. 
Nurses  employed  in  the  following  hospital  imits  were  studied:  (a)  bone  marrow 
transplant;  (b)  adult  oncology,  gynecological  siirgery,  and  limg  transplant  surgery;  and  (c) 
liver  and  kidney  transplant  and  gastrointestinal  medicine. 

The  goal  of  this  research  was  to  provide  knowledge  about  ways  of  increasing  the 
self-eflBcacy  of  nurses  and  ways  of  reducing  their  stress  in  the  interpersonal  areas  of 
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patient  care.  No  studies  have  been  done  examining  the  link  between  crisis  intervention 
training,  self-eflBcacy,  and  stress  reduction. 

Null  Hvpotheses 

This  was  an  experimental  study  in  which  data  from  nurses  who  received  crisis 
intervention  training  were  compared  with  data  from  a  control  group  of  nurses.  Data  were 
collected  on  nursing  (clinical)  self-efficacy,  stress,  and  skill  in  use  of  crisis  intervention 
techniques. 

The  following  null  hypotheses  were  investigated: 

Hoi :  There  will  be  no  significant  difference  in  scores  of  nursing  clinical  self- 
efficacy  between  the  group  of  nurses  receiving  crisis  intervention  training  and  the  control 
group. 

Ho2:  There  will  be  no  significant  difference  in  scores  of  stress  between  the  group 
of  nurses  receiving  crisis  intervention  training  and  the  control  group. 

Ho3:  There  will  be  no  significant  difference  in  crisis  intervention  skills  between 
the  group  of  nurses  receiving  crisis  intervention  training  and  the  control  group. 

Ho4:  There  will  be  no  significant  relationship  between  scores  of  nursing  clinical 
self-efficacy  and  stress  level. 

The  first  two  null  hypotheses  were  tested  using  an  analysis  of  covariance 
(ANCOVA).  The  posttest  means  were  compared  using  the  corresponding  pretest  scores 
as  a  covariate.  The  third  null  hypothesis  was  tested  using  a  t-test  to  compare  the  group 
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mean  ratii^s.  The  fourth  null  hypothesis  was  tested  using  a  Pearson  product-moment 
correlation  coefficient. 

Definition  of  Terms 

Burnout  is  the  process  in  which  a  professional  who  was  previously  committed  to 
his  or  her  work  disengages  fi-om  it  because  of  stress  experienced  on  the  job. 

Coping  is  the  process  of  using  various  cognitive  and/or  behavioral  strategies  to 
adapt  to  stressors.  Coping  strategies  may  be  healthy  or  unhealthy,  cognitive  or  behavioral. 

A  crisis  is  a  period  of  psychological  imbalance  experienced  as  a  result  of  single  or 
multiple  stressors  or  pressures  that  an  individual  perceives  as  a  threat  and  that  are  beyond 
his  or  her  normal  coping  skills.  Prolonged,  intense,  or  multiple  stressors  may  trigger  a 
crisis. 

Crisis  intervention  is  the  process  of  providing  psychological  or  emotional 
assistance  to  an  individual  in  crisis.  This  assistance  focuses  primarily  on  allowing  the 
individual  to  vent  the  painful  emotions  associated  with  the  crisis  appropriately,  providing 
information,  and  performing  appropriate  tasks  for  the  individual  when  necessary. 

Crisis  intervention  training  utilizes  lectures,  role-plays,  and  various  other 
ejqjeriential  exercises  to  train  nurses  or  others  to  perform  the  skills  necessary  to  fecilitate 
an  individual  through  a  crisis. 

Self-efficacy  is  an  individual's  perceived  ability  to  complete  a  task  or  perform  a 
behavior  successfully. 

Stress  is  defined  as  the  response  of  an  individual  to  one  or  more  stressors  or 
pressures  that  he  or  she  perceives  as  a  threat. 
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A  stressor  is  an  event  or  situation  that  an  individual  experiences  as  a  pressure  or 

demand  placed  upon  him  or  her. 

Overview  of  the  Remainder  of  the  Study 
The  remainder  of  this  study  consists  of  four  chapters.  Chapter  Two  is  a  review  of 
related  literature.  Chapter  Three  contains  a  description  of  the  methodology,  subjects,  and 
research  design.  In  Chapter  Four,  the  results  of  the  study  are  presented.  Chapter  Five 
includes  a  discussion  of  the  results,  conclusions,  implications,  limitations,  and 
recommendations. 


CHAPTER  2 
REVIEW  OF  THE  LITERATURE 

The  purpose  of  this  chapter  is  to  review  the  professional  literature  relevant  to  this 

study.  The  review  is  organized  into  five  major  sections:  (a)  crisis  intervention  theory,  (b) 

crisis  intervention  training,  (c)  self-efiBcacy  theory,  (d)  stress  and  nursing,  and  (e)  patient 

satisfaction. 

Crisis  Intervention  Theorv 
A  crisis  can  be  defined  as  a  period  of  psychological  imbalance  experienced  as  a 
result  of  a  hazardous  event  or  situation.  This  event  or  situation  is  perceived  as  a 
significant  problem  that  cannot  be  remedied  by  using  known  coping  strategies.  A  crisis 
occurs  when  an  individual  feces  an  obstacle  to  important  life  goals  that  generally  seems 
impossible  to  overcome  through  the  use  of  known  and/or  familiar  habits  and  coping  styles 
(Roberts,  1991). 

Crisis  reaction  refers  to  the  most  acute  stage  that  often  occurs  soon  after  the 
hazardous  event  (e.g.,  abuse,  death  of  a  loved  one,  sexual  assault,  or  suicide  attempt). 
During  this  phase,  the  person  may  exhibit  various  intense  emotions,  including  helplessness, 
anxiety,  confiision,  shock,  anger,  and  disbelief  The  crisis  state  may  produce  low  self- 
esteem  and  severe  depression.  The  person  in  crisis  may  appear  to  be  out  of  control, 
confiised,  agitated,  and  explosive,  or  calm,  subdued,  v^thdrawn,  and  apathetic. 
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Crisis  intervention  usually  is  most  efifective  during  this  crisis  reaction  period 
because  the  individual  often  is  more  willing  to  seek  help  (Parad  &  Parad,  1990).  The  goal 
of  crisis  intervention  is  to  resolve  the  most  immediate  problem  within  a  one-  to  12-week 
period  through  very  focused  interventions  designed  to  help  the  client  develop  new 
adaptive  coping  strategies  (Roberts,  1991). 

Most  people  involved  in  the  work  of  helping  people  in  crisis  generally  agree  that 
effective  crisis  intervention  focuses  on  a  range  of  phenomena  that  impact  the 
biopsychosocial  functioning  of  the  individual,  family,  or  group.  These  phenomena  create  a 
state  of  imbalance  and  include  stresses  related  to  disturbed  commimication  patterns, 
disrupted  relationships  with  others,  and  conflicted  values.  The  causes  of  these 
dysfunctional  phenomena  are  as  different  as  the  families  and  individuals  who  go  through 
crises  and  as  complicated  as  the  neighborhoods  and  larger  social  systems  in  which  these 
individuals,  families,  and  groups  live. 

In  a  general  sense,  crisis  intervention  is  a  process  to  influence  actively  psychosocial 
fimctioning  during  a  period  of  imbalance  in  order  to  reduce  the  immediate  impact  of 
disruptive  stressful  events.  It  also  is  important  to  help  mobilize  the  obvious  as  well  as  the 
hidden  psychological  capabilities  and  social  resources  of  persons  directly  affected  by  the 
crisis  (and  often  any  key  people  in  the  immediate  environment)  for  coping  adaptively  with 
the  effects  of  stress.  More  specifically,  the  crisis  clinician's  interventions  have  two  primary 
goals:  "(1)  to  cushion  the  stressful  event  by  immediate  or  emergency  emotional  and 
environmental  first  aid  and  (2)  to  strengthen  the  person  in  his  or  her  coping  and  integrative 
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struggles  through  immediate  therapeutic  clarification  and  guidance  during  the  crisis 
period"  (Parad  &  Parad,  1990,  p.  4). 
Early  History  and  Key  Contributors 

Various  definitions  of  crisis  and  crisis  intervention  have  evolved  over  many  years. 
Throughout  human  history,  people  have  experienced  traumatic  events  that  had  the 
potential  to  trigger  crises.  However,  the  accepted  methods  of  responding  to  crisis  often 
were  very  different  than  they  are  today. 

Judith  Herman  (1992)  provided  an  account  of  some  of  the  early  history  of  crisis 
intervention  and  trauma  response.  She  disciissed  the  study  of  "hysteria"  in  women  by  the 
French  neurologist  Jean-Martin  Charcot  in  the  early  1880s.  Charcot  observed  women 
who  had  symptoms  such  as  motor  paralysis,  sensory  losses,  convulsions,  and  amnesias. 
He  demonstrated  that  these  symptoms  often  were  psychological  in  nature  and  called  this 
syndrome  "hysteria."  In  order  to  fiirther  his  research,  Charcot  tiimed  an  asylum  in  Paris 
for  beggars,  prostitutes,  and  the  insane  into  a  research  facility.  Pierre  Janet,  William 
James,  and  Sigmund  Freud  all  studied  under  Charcot  at  this  research  facility. 

Charcot's  approach  to  studying  hysteria  was  one  of  observation,  classification,  and 
description.  He  had  no  interest  in  the  women's  inner  lives.  Charcot  called  their  speech 
"vocalization,"  and  he  often  used  them  for  demonstrations  in  his  lectures. 

Charcot' s  followers  wanted  to  find  the  "cause"  of  hysteria.  Janet  and  Freud  were 
in  an  intense  rivalry  to  make  the  "great  discovery."  They  realized  that  they  could  not  just 
classify  symptoms,  but  that  they  must  also  talk  to  the  women.  Their  research  involved 
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many  case  studies  and  many  hours  of  listening  to  their  hysterical  patients.  Herman  (1992) 
states  that  the  men  listened  with  "a  devotion  and  respect  unparalleled  before  or  since" 
(p.  12). 

In  the  mid  1890s,  Janet,  at  the  same  time  as  Freud  and  his  associate  Breuer,  came 
to  the  striking  conclusion  that  hysteria  (later  termed  "dissociation")  was  caused  by 
psychological  travima.  They  also  discovered  that  by  "following  back  the  thread  of 
memory"  (Herman,  1992,  p.  13),  patients  got  better.  One  patient  termed  it  the  "talking 
cure,"  and  Freud  later  called  it  psychoanalysis. 

In  1896  in  the  "Aetiology  of  Hysteria,"  Freud  made  the  dramatic  claim  that  "at  the 
bottom  of  each  case  of  hysteria  there  are  one  or  more  occurrences  of  premature  sexual 
experiences"  (i.e.,  childhood  sexual  abuse)  (Herman,  1992,  p.  13).  He  viewed  this  as  his 
greatest  achievement.  Unfortunately,  less  than  a  year  later  he  recanted  his  claim  and 
stated  that  his  theory  was  wrong.  Freud's  claim  about  the  cause  of  hysteria  was  apparently 
unacceptable  at  the  time.  There  were  many  wealthy  families  in  Paris  and  Vienna  where  he 
had  his  practice,  as  well  as  many  occurrences  of  hysteria.  It  was  unthinkable  to  the  public 
that  sexual  abuse  occurred  within  these  families.  Herman  (1992)  suggested  that  Freud 
stopped  listening  to  women.  He  focused  instead  on  psychoanalysis  with  its  direct 
questioning  style  and  on  any  "erotic  excitement"  that  women  experienced  when  talking 
about  childhood  sexual  traimia. 

World  War  I  brought  on  the  deaths  of  eight  million  men  in  four  years.  Men 
"broke  down  in  shocking  numbers,"  which  then  was  called  "shell  shock"  and  now  is 
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referred  to  as  Post  Traumatic  Stress  Disorder.  Initially,  soldiers  who  broke  down  were 
considered  "moral  invalids"  or  weak  because  it  was  thought  that  men  should  be  strong  and 
courageous  in  battle.  One  treatment  strategy  by  a  British  psychiatrist  in  191 8  was  based  on 
shaming,  threats,  and  punishment. 

W.  H.  R.  Rivers  instead  used  a  humane  approach  to  treatment  that  was  referred  to 
as  the  "talking  cure."  Patients  "got  better,"  which  demonstrated  the  superiority  of  a 
humane  treatment.  The  military  was  invested  in  researching  this  matter.  During  battle  it 
was  important  to  find  a  way  to  "patch  up"  those  soldiers  who  were  experiencing  "shell 
shock"  in  order  to  get  them  quickly  back  into  combat.  A  few  years  after  the  war,  interest 
in  this  treatment  waned. 

In  1922  psychiatrist  Abram  Kardner  again  looked  at  war  trauma  while  dealing  with 
veterans  in  hospitals.  Kardner  outlined  the  traumatic  syndrome  clinically  and  as  it  is 
xmderstood  today.  In  1941,  military  psychiatrists  attempted  to  remove  the  stigma  of  the 
combat  stress  reactions.  It  was  recognized  for  the  first  time  that  any  man  (not  just  the 
weak)  could  break  down  under  fire.  This  discovery  had  an  important  impact  on  the 
philosophy  of  modem  crisis  intervention. 
The  Work  of  Erich  Lindemann 

As  research  on  war  traumd  was  taking  place,  Erich  Lindemann  was  doing  research 
in  hospital  settings.  Erich  Lindemann  often  is  considered  to  be  the  "fether"  of  crisis 
intervention.  Lindemann's  research  spans  more  than  50  years.  His  work  began  in  the 
1930s  with  a  very  medical/psychiatric  focus.  However,  his  interest  eventually  was  drawn 
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to  the  human  components  of  grief  and  loss.  Lindemann  wrote  more  than  100  papers, 
articles,  and  book  chapters,  and  one  book,  Bevond  Grief:  Studies  in  Crisis  Intervention,  a 
conq)ilation  of  a  great  deal  of  his  work.  Most  of  his  research  was  in  the  form  of  case 
studies.  He  convicted  some  experimental  studies  and  wrote  a  number  of  theoretical 
papers  to  discuss  his  ideas. 

One  early  case  study  by  Malamud  and  Lindemann  (1933)  is  an  example  of 
Lindemann's  initial  clinical  and  medical  focus.  Much  of  his  early  work  was  geared  toward 
preventative  psychiatry~or  preventing  mental  iUness.  In  this  particular  study  he  attempted 
to  develop  a  classification  system  or  "nosology"  of  patients  with  manic  and  psychotic 
features.  He  discussed  nine  case  studies  of  patients  at  the  Iowa  State  Psychopathic 
Hospital.  From  these  patients  he  determined  that  personality,  development,  and 
environmental  factors  could  be  used  to  help  classify  mental  illness. 

Another  study  by  Lindemann  (1941)  examined  the  psychiatric  impact  of  surgery  on 
women.  This  was  the  beginning  of  Lindemann's  work  on  reactions  to  loss  and  grief  The 
subjects  were  40  women,  ages  20-55,  who  were  having  abdominal  operations  (upper 
abdominal  cavity  or  pelvic  region).  The  women  were  interviewed  24  hours  prior  to 
surgery.  Lindemann  obtained  a  history  of  previous  adjustment  and  psychiatric  illness, 
mental  status,  and  the  amount  of  anxiety  (anticipation  of  relief  or  dread  of  bad  results). 

A  follow-up  interview  was  done  12-18  months  after  surgery.  Lindemann  hoped 
to  use  this  information  to  see  if  there  was  a  way  to  predict  before  surgery  which  patients 
might  develop  adjustment  reactions  after  surgery.  No  relationship  was  found  between  the 
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amount  of  pre-surgical  anxiety  and  outcome.  Fifteen  patients  had  complaints  after  an 
initial  symptom-free  interval  of  at  least  three  weeks.  They  developed  sleeplessness, 
restlessness,  agitation,  loss  of  appetite,  restriction  in  activity,  and  irritability. 

This  was  probably  one  of  Lindemann's  &st  indications  of  a  "crisis  reaction" 
among  relatively  "normal"  individuals.  For  Lindemann,  this  confirmed  that  anyone  can 
experience  crisis,  and  a  crisis  for  one  person  may  not  be  a  crisis  for  another. 

The  following  year,  Lindemann  (1942)  discussed  therapeutic  procedures  in 
psychoneurosis.  Again  Lindemann  focused  on  the  importance  of  understanding  the  cause 
of  "psychoneurotic  conditions."  He  discussed  how  far  behind  the  field  of  psychiatry  was 
because  of  the  obvious  diflSculties  in  "experimenting"  on  humans.  Lindemann  hoped  to 
find  the  causes  of  mental  illness  in  order  to  treat  them  He  also  wrote  about  trauma 
research  related  to  World  War  II  and  previous  wars. 

In  this  same  paper,  Lindemann  (1942)  presented  a  number  of  case  studies  of 
individuals  in  the  Outpatient  Department  of  the  Massachusetts  General  Hospital.  He 
discussed  the  exploratory  treatment  methods  they  used  for  "reactive  depression,"  "anxiety 
neurosis,"  "hysteria,"  "obsessive  neurosis,"  and  "hypochondriasis."  Based  on  his  work 
with  patients  in  the  outpatient  clinic  Lindemann  proposed  that  the  following  conditions  are 
necessary  for  treatment:  (a)  the  patient  must  be  assured  privacy,  (b)  he  or  she  must  be 
assured  that  the  physician  has  no  moral  bias  (is  nonjudgmental),  (c)  and  he  or  she  must  be 
interviewed  to  explore  the  problem  (he  mentions  the  "cathartic  method"  of  Freud  and 
Breuer). 
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Lindemann's  (1943)  study  after  the  Coconut  Grove  fire  was  one  of  the  first  to 
document  his  formal  work  on  grief.  The  Coconut  Grove  nightclub  fire  occurred  in 
Boston  following  the  Harvard- Yale  football  game.  Four  hundred  and  ninety-one  people 
were  killed  and  39  survivors  were  brought  to  the  Massachusetts  General  Hospital  for 
treatment  of  bums.  Patients,  femilies,  and  fiiends  experienced  emotional  pain  as  severe  as 
their  physical  disabilities  (Lindemann,  1979a).  Many  patients  had  lost  loved  ones,  were 
disfigured,  experienced  loss  of  work,  and  suffered  intense  bereavement. 

The  methods  were  exploratory  and  produced  descriptive  case  studies.  Lindemann 
and  his  colleagues  decided  to  make  a  brief  psychiatric  study  of  all  patients  on  the  ward. 
Each  patient  received  a  neurological  and  psychiatric  examination.  A  psychiatric  history 
also  was  obtained  fi-om  each  patient.  Lindemann  spent  time  observing  patients'  reactions 
and  determining  the  best  course  of  treatment.  The  goal  of  the  study  was  to  answer  the 
following  questions: 

1 .  How  can  patients  be  recognized  who  are  liable  to  experience  emotional 
disorders? 

2.  How  can  such  disorders  be  prevented  if  possible? 

3.  How  can  the  victims  of  emotional  disturbances  be  helped? 

The  following  symptoms  of  grief  reactions  were  noted  by  Lindemann:  somatic  symptoms 
of  distress  with  (a)  sighing  respiration,  (b)  lack  of  strength,  (c)  exhaustion,  and  (d) 
digestive  symptoms  (no  appetite);  preoccupation  with  the  image  of  the  deceased;  guilt; 
hostile  reactions;  and  loss  of  patterns  of  conduct.  Lindemann  also  discovered  that  within 
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eight  to  ten  interviews  with  the  psychiatrist  in  a  period  of  four  to  six  weeks  the  individuals 
were  able  to  settle  their  grief  reactions. 

Lindemann's  (1944)  article  on  symptomatology  and  management  of  acute  grief  was 
another  case  study  of  101  patients  from  the  following  groups:  (a)  psychoneurotic  patients 
who  lost  a  family  member  during  treatment,  (b)  family  members  of  patients  who  died  in 
the  hospital,  (c)  grieving  disaster  victims  (Coconut  Grove  &e)  and  their  close  relatives, 
and  (d)  relatives  of  members  of  the  armed  forces. 

The  investigations  consisted  of  a  series  of  psychiatric  interviews  that  were 
recorded.  Throughout  the  series  of  interviews,  changes  in  mental  status  were  noted. 
Somatic  complaints  also  were  noted  and  provided  further  leads  for  study.  From  this 
research  evolved  some  of  the  most  important  information  on  grief  reactions.  The 
following  points  were  outlined  in  this  article: 

1.  Acute  grief  is  a  specific  "syndrome"  with  definite  somatic  and  psychological 
symptoms. 

2.  This  syndrome  may  occur  immediately  following  a  crisis,  or  it  may  be  delayed, 
exaggerated,  or  apparently  absent. 

3.  Instead  of  the  typical  syndrome,  distorted  "pictures"  may  be  present  ~  each  of 
which  represents  a  particular  aspect  of  the  grief  syndrome. 

4.  With  appropriate  treatment  techniques,  the  individual  may  resolve  the  grief 
reaction. 
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Lindemann  again  took  note  of  the  "normal"  reactions  to  grief;  including  somatic 
complaints,  guilt,  hostility,  loss  of  patterns  of  conduct,  and  preoccupation  with  the 
deceased. 

Lindemann  (1949)  wrote  about  individual  hostility  and  group  integration,  partly  in 
response  to  his  concerns  about  Hitler  and  World  War  II.  He  was  troubled  by  how 
violence  could  be  "transmitted  by  disturbed  individuals  ~  for  example.  Hitler-  to  groups 
and  even  to  nations"  (Lindemann,  1979a,  p.  79).  He  reviewed  the  existing  literature  on 
theories  of  aggression  and  spoke  of  his  own  clinical  experiences  in  the  form  of  case 
studies.  He  also  discussed  theories  of  "scapegoating,"  hostility  as  a  reaction  to 
interference  with  goal-directed  activities,  "in-group"  tension,  and  case  study  examples  of 
patients  who  exhibited  hostility  as  a  result  of  grief  or  loss.  Lindemann  summarized  by 
citing  the  need  for  "preventative  psychiatry  operating  in  a  community  setting"  (Lindemann, 
1979a,  p.93). 

Another  grief  study  by  Lindemann  began  prior  to  the  Coconut  Grove  &e.  In  this 
study,  Lindemann  (1950)  discussed  modifications  in  the  course  of  ulcerative  colitis  in 
relationship  to  changes  in  life  situations  and  reaction  patterns.  This  was  another  case 
study  approach  in  which  Lindemann  documented  his  work  with  10  individuals  exhibiting 
"ulcerative  colitis,"  a  digestive  tract  disease.  Lindemann  discovered  that  these  individuals 
seemed  to  have  developed  ulcerative  colitis  as  a  response  to  some  type  of  relationship  loss 
such  as  death  of  a  loved  one  or  rejection.  This  provided  evidence  of  the  physiological 
con^nents  of  crisis,  loss,  and  grief 
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Lindemaim's  focus  on  community  mental  health  was  the  next  logical  step  in  his 
efforts  to  prevent  mental  illness.  He  began  working  at  the  Harvard  School  of  Public 
Health  and  was  given  the  responsibility  of  creating  a  Division  of  Mental  Health.  He  also 
was  given  a  field  station  in  the  tovra  of  Wellesley  to  test  his  theories  of  prevention 
(Lindemann,  1979a). 

Lindemann  (1951)  participated  in  a  meeting  of  the  Boston  Society  of  Psychiatry 
and  Neurology.  The  published  paper  fi-om  that  meeting  examined  mental  disorder  as  a 
mass  phenomenon.  This  paper  discussed  the  Society's  concerns  about  mental  illness  and, 
in  particular,  suicide.  Lindemann  and  his  colleagues  advocated  the  in-depth  study  of 
suicide  and  mental  iUness,  specifically  within  the  environment  in  which  they  occur  (i.e.  the 
community). 

The  Wellesley  Project  (Lindemann,  1953)  probably  was  one  of  Lindemaim's  most 
noteworthy  accomplishments.  This  was  a  five-year  project  fimded  for  the  purpose  of 
developing  a  community  mental  health  agency  in  Wellesley,  Massachusetts.  This 
community  agency  was  intended  to  serve  the  needs  of  training  and  reseairch  in  the  field  of 
mental  health.  The  goals  of  the  project  were  to  develop  an  emergency  referral  resource 
for  the  community,  detect  and  prevent  emotional  disorders,  research  patterns  of  emotional 
disturbances  in  the  commimity,  and  interact  with  other  agencies  that  had  implications  for 
mental  health  remediation  or  preventioiL 

In  developing  this  agency,  Lindemann  adopted  an  "action  research"  model  of 
collaborating  to  determine  the  needs  of  the  community.  He  believed  that  active 
cooperation  with  the  community  would  help  the  citizens  to  be  more  open  to  utilization  of 
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services.  Lindemaim  was  successfiil  in  creating  a  community  mental  health  agency  that 
met  the  expectations  of  Wellesley.  Many  aspects  of  Lindemann's  model  continue  to  be 
utilized  today  within  community  mental  health  and  crisis  and  suicide  prevention  centers. 

The  Wellesley  Project  was  the  source  of  a  great  deal  of  data  that  helped 
Lindemann  in  his  1961  study  of  crises  related  to  moving.  New  femilies  who  had  moved  to 
Wellesley  in  1953  and  1954  were  studied  and  conpared  with  the  citizens  involved  in  a 
West  End  urban  renewal  project  or  "slum  clearance."  Approximately  2,500  families  were 
forced  to  relocate  so  that  high-rise  apartments  and  office  buildings  could  be  built. 
Residents  of  Boston's  West  End  were  primarily  low- income  ethnic  femilies. 
The  study  attempted  to  answer  the  following  questions: 

1 .  Are  there  variations  in  adaptation  based  on  whether  the  move  was  forced 
or  chosen? 

2.  Are  there  variations  based  on  individuals  facing  a  common  challenge? 

3.  Are  there  variations  in  adaptation  based  on  those  emotional  and  material 
resources  unique  to  a  working-class  population? 

Lindemann  discovered  that  because  of  the  complex  network  of  social  and  familial 
relationships  within  this  working  class  ethnic  community,  relocation  was  especially 
traumatic.  Approximately  26%  of  250  female  respondents  reported  still  feeling  sad  or 
depressed  two  years  after  the  move.  Forty-six  percent  gave  indications  of  severe  grief 
reactions.  Lindemann  discussed  how  the  West  End  community  reacted  strongly  to  not 
having  the  opportunity  to  plan  for  their  own  future.  As  a  direct  result  of  Lindemann's 
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study,  citizen  participation  was  made  a  mandatory  component  of  federal  relocation 
programs  in  order  to  prevent  future  crises  related  to  moving. 

Following  the  Wellesley  project,  Lindemann  continued  to  be  a  spokesperson  for 
positive  change  in  society  and  an  advocate  for  community  mental  health.  Ilfeld  and 
Lindemann  (1971)  promoted  the  importance  of  "professional  and  community  pathways 
toward  trust."  They  stated  that  mutual  trust  between  mental  health  professionals  and 
community  representatives  is  critical  but  often  ignored.  They  also  cited  the  diflBculties  in 
establishing  trust  within  lower  socioeconomic  communities  and  developed  a  model  of 
"pathways  to  trust"  within  commimity  mental  health.  Ilfeld  and  Lindemann  (1971) 
discouraged  the  "doctor  knows  best"  approach  to  community  mental  health. 

Lindemann  continued  in  the  vein  of  community  mental  health  and  became  more 
active  in  encouraging  appropriate  roles  for  professionals.  Klein  and  Lindemann  (1961) 
promoted  appropriate  intervention  by  professionals  with  individuals  and  families.  A 
summary  of  the  four  steps  for  the  professional  to  utilize  in  intervention  are  assessing  the 
problem,  planning  an  intervention,  changing  the  balance  of  forces,  and  resolving  the  crisis 
and  preparing  for  the  future.  They  also  discussed  the  value  of  specific  preventive 
interventions  for  two  individual  groups:  student  nurses  beginning  nursing  school  and 
preschool  children  entering  kindergarten. 

Lindemann  (1965a)  continued  further  in  his  efforts  to  promote  preventive 
psychiatry  through  commimity  mental  health  when  he  helped  develop  a  program  to  teach 
medical  students  and  psychiatric  residents  at  Massachusetts  General  Hospital  about  issues 
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related  to  public  health.  Gerald  Caplan,  at  the  Harvard  School  of  Public  Health,  helped  a 
great  deal  in  program  implementation.  Lindemann  encouraged  the  hospital  itself  to  focus 
on  the  hospital  as  a  community,  staff  groups  as  caretakers  whose  methods  of  handling 
medical  concerns  and  relationships  with  other  staff  impact  groups  of  patients,  and  patients 
as  subcomponents  of  the  community  with  individual  concerns  based  on  characteristics 
such  as  a  particular  medical  concern  or  socioeconomic  status  (Lindemann,  1965a). 

Lindemann  (1965b)  also  outlined  his  ideas  of  the  various  ways  in  which 
psychologists  as  mental  health  professionals  may  help  to  reduce  mental  illness.  Lindemann 
summarized  four  functions  for  the  psychologist  (or  psychiatrist  or  mental  health 
professional):  (a)  the  professional  may  follow  the  crisis  intervention  model  as  used  in  grief 
situations,  (b)  he  or  she  will  serve  as  a  consultant  to  other  professionals  working  with 
individuals  in  crisis  (he  referred  to  Caplan's  (1964)  model  of  crisis  consultation),  (c)  he  or 
she  will  be  available  as  a  resource  person  for  public  ofiBcials  and  community  leaders  who 
have  the  responsibility  for  making  decisions  regarding  the  public's  well-being,  and  (d)  the 
most  critical  function  will  be  that  of  researcher. 

During  the  late  1 960s  Lindemann  became  concerned  about  the  impact  of  social 
change  on  individuals  and  society.  He  wrote  a  series  of  papers  connecting  the  ideas 
related  to  successful  grieving  with  successful  coping.  Lindemann  (1969b)  cautioned 
against  labeling  an  individual  or  group  of  individuals  as  having  a  "mental  disorder"  or  an 
inappropriate  diagnosis  when  they  may  actually  be  suffering  from  a  complicated  grief 
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reaction.  He  discussed  how  important  it  is  for  psychiatrists  or  those  diagnosing  to  be 
aware  of  "problems  of  transition  and  crises  of  adaptation"  (p.  199). 

In  a  study  of  the  ethical  aspects  of  culture  change,  Lindemann  (1969a) 
commented  on  the  role  of  the  mental  health  professional  as  "social  therapist"  and  the 
obligation  to  try  to  draw  into  treatment  the  individual  as  well  as  the  community  or  social 
group  to  which  the  individual  belongs.  By  "culture  change"  he  meant  alterations  in  groups 
and  organizations  having  to  do  with  lifestyle,  role  assignments,  integration  of  individuals 
into  society,  survival  in  the  group,  and  so  on. 

Lindemann  (1979b)  applied  his  ideas  about  the  role  of  mental  health  professionals 
to  change  within  organizations.  He  advocated  the  need  for  mental  health  consultation  to 
monitor  the  ongoing  "forces  of  change"  and  to  encourage  positive  change  while 
maintaining  a  balance  within  institutions.  He  encouraged  the  professional  to  listen,  to  be 
tolerant,  to  postpone  decisions,  and  to  encourage  communication  and  collaboration. 

In  1974  Erich  Lindemann  had  the  opportimity  to  reflect  upon  his  life,  his  career, 
and  his  impending  death.  He  had  been  undergoing  radiation  therapy  after  suffering  for  six 
years  with  a  sacral  chordoma  and  had  two  more  years  to  live.  Lindemann  spoke  to  a 
group  of  residents,  nurses,  and  technicians  to  thank  them  for  their  work  in  trying  to  save 
him  He  reflected  on  the  process  of  "grief  work"  that  he  had  studied  for  so  many  years 
and  attempted  to  teach  them  about  this  process.  He  discussed  the  importance  of  forming 
a  "therapeutic  alliance"  with  the  patient  and  allowing  him  or  her  to  express  emotions  freely 
(Lindemann,  1979c). 
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The  Work  of  Gerald  Caplan  --  a  Summary  of  Crisis  and  Crisis  Intervention  Theory 

Gerald  Caplan,  who  worked  closely  with  Erich  Lindemann  at  the  Harvard  School 
of  Public  Health,  adopted  and  expanded  many  of  Lindemann's  ideas.  Gerald  Caplan  is  the 
most  quoted  individual  in  the  field  of  crisis  intervention  (Hoflf,  1995).  The  following  is  a 
summary  of  Caplan's  theories  of  crisis  and  crisis  intervention  that  were  based  on  much  of 
Lindemann's  work. 

Caplan's  (1964)  view  of  normal  human  functioning  is  based  on  the  "systems 
theory"  of  homeostasis  or  balance.  Caplan  believed  that  a  person  operates  as  an  individual 
and  as  a  member  of  society  in  "certain  consistent  patterns  with  minimal  self-awareness  and 
sense  of  strain"  (Caplan,  1964,  p.  38).  He  proposed  that  most  people  solve  their  problems 
with  "habitual"  coping  mechanisms  and  reactions. 

The  individual  system  always  is  changing  because  of  development  and  minor 
problems  and  adjiists  accordingly  to  remain  in  balance.  A  crisis  is  related  to  a  "problem 
stimulus"  that  is  larger  than  usual  and  does  not  respond  to  the  individual's  normal  coping 
mechanisms.  It  is  at  this  point  that  the  crisis  occurs.  The  individual  feels  a  "danger"  to  a 
"fimdamental  need  satisfaction"  (Caplan,  1964,  p.  39)  and  usually  feels  a  range  of 
emotions  such  as  anxiety,  guilt,  fear,  or  shame,  depending  on  the  situation.  Other 
common  feelings  include  helplessness,  hopelessness,  and  ineffectiveness. 

Caplan  proposed  that  it  is  possible  for  all  types  of  people  to  come  through  a  crisis 
or  period  of  imbalance  in  a  healthy  way  provided  they  get  the  right  kind  of  assistance 
during  the  crisis.  He  believed  that  ordinary  people  have  a  remarkable  ability  to  adapt  to 
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reality  even  when  it  is  extremely  unpleasant.  In  a  time  of  crisis  and  without  assistance, 
however,  this  strength  may  M  them  (Caplan,  1 964). 
Caplan's  (1 964)  crisis  theory  maintains  that: 

1.  A  crisis  usually  is  the  result  of  a  perceived  "loss"  on  the  part  of  the  individual. 

2.  An  individual  can  come  through  a  crisis  with  a  gain  in  coping  skills,  a  loss  in 
coping  skills,  or  v^dth  the  same  level  of  functioning.  This  is  the  "danger"  and  the 
"opportunity"  present  in  a  crisis  situation 

3.  A  current  crisis  may  "reactivate"  an  old  crisis,  again  providing  danger  or 
opportunity  to  deal  with  past  problems. 

4.  Whether  a  problem  or  event  is  perceived  as  a  "crisis"  depends  on  the  individual. 

5.  The  crisis  is  time-limited.  The  individual  either  will  find  ways  of  coping  or 
"major  disorganization"  of  the  individual  with  "drastic  results"  will  occur. 

Caplan's  (1964)  goals  of  crisis  intervention  are  as  follows: 

1.  Assist  the  person  in  conJfronting  the  crisis. 

2.  Encourage  the  person  to  face  the  reality  of  the  situation  in  "manageable  doses." 

3.  Provide  information  to  the  individual  in  crisis. 

4.  Avoid  felse  reassurance. 

5.  Avoid  encouraging  the  individual  to  blame  others  for  the  crisis. 

6.  Encourage  the  person  to  accept  help. 

7.  Help  the  individual  in  crisis  with  daily  tasks. 
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Many  of  Caplan's  ideas  were  developed  from  the  work  of  Lindemann  in  addition  to 
30  years  of  his  own  research  (Caplan,  1981).  These  ideas  continue  to  be  utilized  in 
community  mental  health  centers  and  crisis  and  suicide  prevention  centers  throughout  the 
country.  The  crisis  center  certification  guidelines  of  the  American  Association  of 
Suicidology  (AAS)  contain  a  number  of  the  elements  originally  developed  by  Lindemann 
and  Caplan  (AAS,  1984). 

Crisis  Intervention  Training 
Many  of  the  studies  addressing  crisis  intervention  training  with  healthcare  workers 
were  conducted  in  state  psychiatric  hospitals  and  focused  on  de-escalating  violent  patients 
and  avoiding  seclusion  and  restraint.  Rice,  Helzel,  Vamey,  and  Quinsey  (1985)  examined 
the  impact  of  a  five-day  course  in  crisis  prevention  and  intervention  on  hospital  staff  at  the 
Mental  Health  Centre  in  Penetanguishene,  Ontario.  Eighty-nine  staff  members  from 
maximum,  medium,  and  minimimi  security  wards  were  trained  in  verbal  and  physical 
methods  of  preventing  violence  and  injury  when  dealing  with  upset  patients.  Thirty-seven 
other  staff  members  from  these  wards  served  as  control  subjects.  The  staff  members  who 
were  trained  seemed  to  obtain  significant  benefits  from  the  program  Results  indicated 
significant  increases  in  knowledge  and  skills  in  dealing  with  violent  and  potentially  violent 
patients.  Results  also  indicated  that  staff  trainees  judged  the  course  to  be  relevant  and 
usefiil  in  their  work  and  that  it  had  "definitely"  or  "probably"  prevented  them  or  their 
coworkers  from  being  injured.  The  trainees  also  reported  increased  levels  of  comfort  and 
self-confidence  (self-efiBcacy)  in  their  interactions  with  patients.  However,  the  increase  in 
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self-efBcacy  may  have  been  related  partially  to  the  physical  restraint  conqwnent  of  the 
training.  Patients  on  the  wards  where  trained  staff  members  worked  also  seemed  to 
benefit.  Measures  of  self-esteem,  anxiety  and  depression,  and  positive  and  negative  affect 
were  given  to  patients  before  and  after  the  training.  On  the  more  secure  wards,  the 
patients'  overall  affect  scores  improved  significantly  if  staff  members  had  been  trained, 
compared  to  scores  on  the  other  wards.  On  less  secure  wards,  the  overall  patient  affect 
score  also  improved,  but  not  significantly.  Despite  the  apparent  positive  benefits  of  the 
crisis  intervention  training,  assaults  and  the  number  of  work  days  lost  because  of  patient- 
caused  injuries  initially  decreased  but  then  increased.  The  researchers  felt  this  may  have 
been  because  of  difficulties  with  the  experimental  design  and  high  staff  turnover. 

Jambunathan  and  Bellaire  (1996)  also  focused  on  the  prevalence  of  violence  in 
psychiatric  hospitals  and  the  importance  of  staff  training  to  reduce  injuries,  as  well  as 
seclusion  and  restraint  of  patients.  They  examined  a  state-run  psychiatric  facility  in  the 
Midwest  that  has  been  training  staff  in  the  National  Crisis  Prevention  Institute's  (NCPI) 
Crisis  Prevention  Intervention  (CPI)  techniques  since  1987  to  help  manage  potentially 
violent  patients.  They  utilized  a  descriptive  correlational  design  to  evaluate  staffs  use  of 
crisis  prevention  intervention  (CPI)  techniques  in  averting  crisis  episodes  and  utilization  of 
seclusion  and  restraint  with  patients.  Results  of  the  study  indicated  that  staff  members 
were  able  to  use  CPI  techniques  to  resolve  crises  without  seclusion  and  restraint  in  84.2% 
of  the  incidents  involving  patients  with  various  levels  of  anxiety,  defensiveness,  and  acting 
out.  While  the  training  appears  to  have  had  a  positive  impact  on  staffs  ability  to  resolve 
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crises,  it  is  difficult  to  determine  the  actiial  impact  of  the  training  itself  without  a  control 
group. 

Smoot  and  Gonzales  (1995)  examined  another  training  program  for  state  hospital 
employees  that  was  designed  to  improve  patient  management  skills  and  to  relieve  staff 
stress.  The  training  program  was  based  on  the  CarkhuflF  Human  Resources  Development 
model  (Carkhuff,  1969,  1986)  and  was  specifically  designed  for  use  in  mental  health 
settings.  The  training  focused  on  developing  accurate  empathy  by  using  appropriate 
cognitive  and  emotional  components  of  interpersonal  communication.  Two  similar 
inpatient  psychiatric  units  were  selected  for  the  study.  Thirty-five  staff  members  in  one 
unit  were  given  the  training  and  served  as  the  experimental  group.  Thirty-seven  staff 
members  in  the  second  unit  served  as  a  quasi-control  group.  Results  indicated  that  the 
training  had  a  positive  impact  on  a  number  of  variables.  The  trained  unit  had  lower  staff 
turnover  and  used  less  sick  and  annual  leave  than  the  control  group.  There  also  were 
fewer  reports  of  assaults  on  staff  and  fewer  patients'  rights  conplaints.  The  cost-benefit 
analysis  completed  by  the  researchers  indicated  substantial  benefits  for  the  trained  unit  and 
increased  expenditures  for  the  control  unit. 

Tumbull,  Aitken,  Black,  and  Patterson  (1990)  also  focused  on  patients'  violence 
and  aggression  and  developed  a  crisis  intervention  training  program  for  registered  nurses. 
This  two-week  training  program  was  administered  to  nearly  1 50  registered  nurses  within 
the  Fourth  Valley  Health  Board  in  Central  Scotland  over  a  two-year  period.  The  course 
taught  necessary  skills  and  knowledge  for  coping  with  patients  when  they  become  angry 
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and  potentially  assaultive  or  when  they  have  already  become  violent.  Participants  mainly 
were  drawn  from  psychiatric  or  "mental  handicap  fecilities."  They  reported  some  of  their 
own  thoughts  and  feelings  when  working  with  distressed  patients  as  "not  knowing  what  to 
do  and  'freezing  on  the  spot',  feeling  afraid,  looking  to  others  for  help,  and  'muddling 
through'  the  incident(s)."  The  nurses  found  the  training  to  be  "very  practical  and  highly 
relevant  to  their  work"  (p.  8).  Staff  training  in  crisis  intervention  can  be  extremely 
valuable  to  help  staff  feel  more  confident  in  dealing  with  distressed  patients  and  in 
responding  to  co-workers  who  also  may  be  distressed. 

Critical  Incident  Stress  Debriefing  (CISD)  is  a  type  of  crisis  intervention  that  has 
been  used  to  respond  to  patients  and  families  who  have  experienced  traumatic  events  as 
well  as  healthcare  workers  who  have  been  emotionally  affected  by  their  contact  with  these 
patients.  The  Mitchell  (1985)  model  of  CISD  has  been  used  as  a  stress  management 
iotervention  with  emergency  professionals.  Hundreds  of  CISD  teams  exist  in  the  United 
States  (Spitzer,  1993)  and  provide  intervention  to  emergency  first-responder  personnel. 
CISD  is  a  structured  approach  to  crisis  intervention  that  uses  teams  of  mental  health  and 
peer  support  professionals  trained  to  use  defiisings  and  debriefings  to  allow  "ventilation  of 
feelings,  emotional  reassurance,  education  regarding  stress  awareness  and  reduction 
techniques,  consultation,  and  referral  assistance  to  distressed  personnel"  (Spitzer,  1993, 
p.2). 

Mitchell  (1988)  interviewed  some  of  those  involved  in  the  CISD  process: 

Most  attendees  at  debriefings  felt  that  the  group  benefitted  from  the 
process  even  if  they,  as  individuals,  experienced  a  minimal  amount  of 
personal  help.  The  three  most  often  expressed  values  by  those  interviewed 
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are:  the  opportunity  to  express  oneself  and  to  be  assured  one's  reactions 
are  normal,  the  chance  to  learn  from  others  and  to  mobilize  one's  own 
coping  behaviors,  and  the  ability  to  gain  a  greater  understanding  of  critical 
incident  stress,  (p.  50) 

Spitzer  (1993)  examined  the  evolution  of  a  hospital-based  program  of  CISD  that 
began  in  1991  at  Oregon  Health  Sciences  University.  Spitzer  (1993)  reports  uniformly 
positive  feedback  from  debriefing  participants  and  unit  managers.  The  feedback 
reportedly  focused  on  the  relief  associated  with  sharing  intense  emotional  reactions, 
heightened  awareness  of  the  effects  of  stress  on  colleagues,  increased  sense  of  being  a  part 
of  a  professional  team,  and  increased  likelihood  that  staff  members  will  intervene  with 
colleagues  when  they  identify  negative  stressors  at  work.  Based  on  this  feedback,  it 
appears  that  crisis  intervention  training  is  not  only  valuable  for  staff  to  intervene  with 
patients,  but  with  colleagues  as  well. 

Lane  (1994)  described  another  hospital-based  CISD  program  at  St.  Joseph's 
Hospital  and  Medical  Center  in  Phoemx.  She  asked  staff  who  had  participated  in  the 
CISD  process  to  recall  a  specific  incident.  The  personnel  who  were  interviewed  either 
were  or  later  became  CISD  debriefers  themselves.  Each  interview  focused  on  the  staff 
member's  role,  responses  to  the  incident,  and  reactions  to  the  CISD  process. 

The  feedback  obtained  from  most  of  those  interviewed  was  supportive  of  the 

CISD  process.  However,  the  following  suggestions  for  improvement  were  documented 

by  Lane  (1994): 

More  CISD  team  members  need  to  be  trained. 
Not  enough  debriefers  to  go  around. 

Sometimes  debriefings  take  place  after  the  recommended  72  hours. 
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All  hospital  staff  needs  to  be  educated  regarding  the  model 

and  its  conceptual  basis. 
Sessions  for  families  of  healthcare  workers  should  be  implemented. 
The  debriefing  fi-amework  needs  to  be  flexible  so  as  to  better  fit  the  setting. 
Full-time  debriefer  position  needs  to  be  created  for  the  ER. 
Debriefing  needs  to  be  a  part  of  Total  Quality  Management. 
Debriefers  need  ongoing  training  and  contact  with  other 

community/hospital  teams. 
Administration  needs  to  attend  debriefings  to  better  understand 

the  needs  of  healthcare  workers,  (p.  312-313) 

This  feedback  supports  the  need  for  all  hospital  staff  to  be  trained  in  a  more  flexible  model 
of  crisis  intervention  in  order  for  the  hospital  to  provide  adequate  support  for  patients, 
femilies,  and  staff. 

Overview  of  Self-EflScacv  Theory 
According  to  self-efiBcacy  theory,  two  types  of  expectancies  exert  strong 
influences  on  behavior:  outcome  expectancies,  the  belief  that  certain  behaviors  will  elicit 
certain  outcomes;  and  self-eflBcacy  expectancy,  an  individual's  confidence  in  his  or  her 
ability  to  complete  successfiilly  a  task  or  behavior  (Sherer  &  Maddux,  1982).  Bandura 
(1977)  proposed  that  the  level  of  an  individual's  perceived  self-efficacy  is  the  most 
important  predictor  of  behavior  in  that  it  will  determine  whether  or  not  the  person  will 
attempt  a  behavior,  how  much  effort  will  be  expended,  and  how  persistent  the  person  will 
be  in  the  face  of  obstacles.  In  this  model,  perceived  self-efficacy  is  said  to  be  derived  fi-om 
four  sources  of  information:  performance  accomplishments,  vicarious  experience,  verbal 
persuasion,  and  physiological  states  (Bandura,  1977). 

Bandura  (1982)  discussed  studies  of  perceived  self-efficacy  vdth  respect  to  quitting 
smoking  (DiClemente,  1981;  Mclntyre,  Mermelstein,  &  Lichtenstein).  Results  of  these 
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studies  indicated  that  when  individuals  have  confidence  in  their  ability  to  succeed  at  a  task 
(such  as  abstaining  fi"om  smoking),  they  usually  are  more  successful  in  their  efforts.  This 
same  principle  also  has  been  studied  with  respect  to  alcoholism  and  heroin  addiction. 

Another  study  used  a  treatment  strategy  to  increase  the  perceived  self-eflBcacy  of 
agoraphobics  (Bandura,  1989).  The  treatment  involved  identifying  elicitors  of  anxiety, 
thought  and  relaxation  techniques  for  reduction  of  anxiety,  proximal  goal-setting  to  gain 
coping  skills,  and  field  mastery  experiences.  Clients  assessed  before  and  after  treatment 
were  found  to  have  substantial  increases  in  perceived  coping  eflScacy.  Also,  behavioral 
change  closely  corresponded  to  change  in  perceived  self-eflBcacy.  In  other  words,  those 
individuals  who  had  increased  levels  of  perceived  self-eflScacy  also  had  an  increase  in  their 
tendencies  to  engage  in  behaviors  that  they  had  previously  avoided  because  of  anxiety. 

Bandura  (1982)  emphasized  that  predictability  and  controllability  are  two  fectors 
that  contribute  to  an  individ^lal's  perceived  self-eflBcacy  with  respect  to  vicarious 
experiences.  When  coping  with  threats,  if  the  threats  are  believed  to  be  predictable  and 
controllable,  stress  is  reduced  and  preparedness  is  increased  (Bandura,  1982). 

Bandura  (1981)  designed  an  experiment  to  test  the  impact  of  vicarious  experiences 
on  perceived  self-efiBcacy.  Subjects  observed  another  individual  engaging  in  various 
strategies  for  coping  with  threats.  The  strategies  and  outcomes  emphasized  to  the 
subjects  that  the  threats  were  predictable  and  controllable.  Even  though  subjects 
themselves  did  not  engage  in  the  activities,  their  perceived  self-eflBcacy  increased. 
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Bandura  (1977)  discussed  research  on  the  impact  of  verbal  persuasion  on  behavior 
and  concluded  that  verbal  persuasion  alone  is  not  suflBcient  to  produce  behavior  change. 
However,  verbal  persuasion  that  raises  expectations  about  efiBcacy  combined  with  other 
sources  of  perceived  self-eflBcacy  can  have  positive  effects  on  behavior. 
Self-EfScacv  and  Nursing 

Self-efBcacy  has  been  determined  to  play  an  important  role  in  the  field  of  nursing 
with  respect  to  knowledge  and  clinical  skills.  Craven  and  Froman  (1993)  concluded  that 
"knowledge  and  confidence  in  ability  are  necessary  for  delivery  of  skilled  nursing  care"  (p. 
131).  In  their  development  of  a  pediatric  skUl  self-efficacy  scale,  they  found  a  positive 
relationship  between  scores  of  perceived  efficacy  and  knowledge  and  scores  of  perceived 
efficacy  and  actual  work  behaviors.  This  research  is  consistent  with  the  literature  and 
indicates  that  nurses  feel  more  confident  in  performing  tasks  when  they  believe  that  they 
have  task-related  knowledge  and  actual  mastery  experiences. 

Harvey  and  McMurray  ( 1 994)  also  emphasized  the  key  role  of  self-efficacy  in  the 
field  of  nursing.  They  focused  on  nursing  students'  perceptions  of  their  knowledge  and 
skill  by  developing  scales  to  assess  nursing  academic  self-efficacy  and  niirsing  clinical  self- 
efficacy.  These  scales  were  developed  and  administered  in  three  phases  to  more  than  600 
first-year  nursing  students.  Nursing  academic  self-efficacy  was  found  to  be  predictive  of 
withdrawal  fi*om  the  nursing  program.  Nursing  clinical  self-efficacy  or  perceptions  of 
clinical  skills  appeared  to  be  unrelated  to  withdrawal  in  first-year  nursing  students. 
However,  the  researchers  emphasize  that  clinical  skills  are  likely  to  become  more  salient  as 
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nurses  progress  in  their  education,  and  self-efficacy  research  can  have  important 
implications  for  nursing  education  programs. 
Self-Efficacy  and  Stress 

When  individuals  are  required  to  perform  tasks  for  which  they  have  low  perceived 
self-efficacy,  it  seems  reasonable  that  stress  will  result.  Bandura  (1989)  discussed  the 
influence  of  people's  self-efficacy  beliefe  on  the  amount  of  stress  they  experience  in 
threatening  or  taxing  situations.  He  proposed  that  emotional  reactions  can  alter  the  nature 
of  the  individual's  thinking  and  ultimately  affect  action  or  behavior. 

Chemiss  (1980)  proposed  that  the  typical  human  services  worker  strives  to  achieve 
a  sense  of  efficacy  in  his  or  her  work.  When  this  goal  is  blocked,  the  person's  self-esteem 
is  affected,  and  he/she  experiences  a  strong  stress  response.  Chemiss  (1980),  therefore, 
identified  a  link  between  self-efficacy  and  job-related  stress,  specifically  with  regard  to 
past  experiences  with  particular  stressors  or  tasks.  Chemiss  (1980)  referred  to  Lewin 
(cited  in  Hall,  1976),  who  suggested  that  "individuals  who  experience  'psychological 
success'  in  a  role  emerge  with  greater  self-esteem,  optimism,  and  involvement"  and  are 
"less  likely  to  suffer  fi"om  incapacitating  stress  when  the  challenges  become  more  difficult" 
(Chemiss,  1980,  p.  136). 

Jex  and  Gudanowski  (1990)  examined  the  relationship  between  stressors,  strains, 
and  individual  and  collective  self-efficacy  with  respect  to  job  performance.  Subjects  were 
1 54  male  and  female  non-faculty  employees  of  two  large  universities.  Stressors  of  role 
ambiguity,  situational  constraints,  and  workload  were  examined  as  well  as  psychological 
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individual  eflScacy  as  the  belief  by  the  individual  that  he/she  is  capable  of  performing  job- 
related  tasks.  Collective  efBcacy  was  described  as  the  individual's  belief  in  the  collective 
group  or  department  to  perform  job-related  tasks.  Results  indicated  that  collective 
efficacy  as  measured  by  this  study  was  strongly  related  to  two  out  of  the  three  stressors 
and  to  all  of  the  psychological  strains.  Individual  efficacy  was  "moderately  related  to 
anxiety,  weakly  related  to  frustration,  and  unrelated  to  stressors"  (Jex  &  Gudanowski, 
1990,  p.  5 1 5).  These  researchers  suggest  that  further  study  of  the  link  between  self- 
efficacy  and  stress  is  necessary. 

Stress  and  Nursing 

Stress  in  the  nursing  profession  has  been  a  topic  of  study  for  more  than  20  years. 
Larson  (1993)  identified  the  interpersonal  aspects  of  nursing,  including  interactions  with 
coworkers,  patients,  and  families  as  the  most  common  causes  of  stress.  He  cited  a  study 
by  Clause  and  Bailey  (1980)  of  1,800  intensive  care  nurses  who  reported  their  most 
common  sources  of  stress  in  this  order:  (a)  conflicts  with  co-workers,  (b)  management  of 
the  unit,  and  (c)  patient  care,  which  was  also  listed  as  the  greatest  source  of  rewards. 

In  another  study  of  nursing  stress,  Cohen,  Haberman,  Steeves,  and  Deatrick 

(1994)  asked  oncology  nurses  to  discuss  the  "rewards  and  difficulties"  of  their  work. 

Nurses  listed  patients  and  coworkers  as  the  top  two  sources  of  difficulties;  these  also  were 

the  top  two  sources  of  rewards.  Some  detailed  difficulties  related  to  patient  care: 

Losing  patients  means  you  lose  part  of  you. 

Spouse  screanfis  when  late  because  nurses  "can't  leave  patients." 
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Frustration  that  one  cannot  cure  cancer. 

Patient/family  problems  and  emotion  vented  on  nurses,  (p.  1 1) 

Some  rewards  related  to  patient  care  were  reported  as: 

Relationships/"being  there." 

Time  spent  resiilts  in  comfort  and  support. 

Seeing  patients  survive. 

Patients'  and  families'  appreciation,  (p.l  1) 

Based  on  this  research,  it  appears  that  when  nurses  feel  effective  in  the  interpersonal  arena 

of  patient  care,  they  see  this  aspect  of  the  job  as  rewarding  instead  of  diflBcult  or  stressfiil. 

Gray-Toft  and  Anderson  (1981)  collected  data  from  122  nurses  on  five  patient 
care  units  of  a  private  general  hospital.  Measures  included  a  nursing  stress  scale  that  they 
developed,  the  IP  AT  Anxiety  Scale,  the  Job  Description  Index,  and  personnel  records. 
The  three  major  sources  of  stress  reported  by  the  nurses  were  "work  load,  feeling 
inadequately  prepared  to  meet  the  emotional  demands  of  patients  and  their  families,  and 
death  and  dying"  (p.  639). 

Stutzer  (1989)  gathered  data  from  31  nurses  working  in  a  pediatric  bone  marrow 
transplant  unit.  Nurses  were  asked  to  describe  in  written  form  two  stressfiil  incidents 
related  to  their  clinical  practice.  Common  themes  were  identified  and  categorized  by 
content  analysis.  Issues  related  to  patient  care  were  the  most  commonly  cited  sources  of 
stress.  Meeting  physiological  needs  of  patients  was  closely  followed  by  meeting 
psychological  needs  of  patients  as  top  stressors  in  this  category.  Also  in  this  category 
were  stressors  related  to  the  death  of  a  patient,  uncooperative/noncompliant  patients,  and 
meeting  the  needs  of  the  families. 
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Stutzer  (1989)  noticed  that  the  incidents  related  to  emotional  involvement  with  the 

patient  and/or  family  were  often  rich  in  detail,  which  indicated  significance  for  the  nurse: 

...  we  grew  to  love  her  over  those  5  months.  We  knew  her 
deep  down  inside,  like  a  Mend  knows  another  ~  because  we 
were  her  fiiends.  We  were  with  her  night  and  day  —  we  studied 
with  her,  we  prayed  with  her,  we  laughed,  cried  and  played 
games  with  her  ~  and  now . . .  "My  God,  what  are  we  doing? 
We  forgot  all  about  her.  We've  been  treating  machines  all 
night. . .  We're  doing  everything  to  help  you,  we  love  you." 
She  shook  her  head  so  very  little  ~  but  enough  to  draw  tears 
to  our  eyes.  (p.  76) 

Nurse  turnover  has  been  cited  often  in  the  literature  as  a  factor  indicative  of 
nursing  stress  and  burnout.  Persson,  HaUberg,  and  Athlin  (1993)  examined  nurse  turnover 
and  factors  related  to  nursing.  They  collected  data  on  142  nurses  who  had  left  the  nursing 
profession  in  Umea,  Sweden.  The  top  four  of  the  21  most  important  fectors  in  the 
decision  to  leave  were  "difScult  to  implement  changes,  lack  of  influence  and  recognition, 
too  much  weekend  and  evening  duty,  and  the  psychological  burden  inherent  in  nursing" 
(p.  29). 

Overall,  the  research  is  consistent  in  dociimenting  the  powerfiil  impact  that 
interpersonal  relationships  with  patients,  femilies,  and  coworkers  have  on  nurses.  Intense 
emotional  interactions  with  others  is  an  everyday  part  of  being  a  nurse.  Positive 
interactions  in  these  areas  often  are  what  motivates  and  rewards  nurses,  and  negative 
interactions  create  high  levels  of  stress  that  can  lead  to  burnout. 

Patient  Satisfaction 

The  research  indicates  that  negative  interpersonal  interactions  are  unpleasant  for 
nurses  and  probably  even  more  so  for  patients.  Much  research  in  patient  satisfaction 
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indicates  a  need  for  nurses  to  improve  skills  in  managing  the  interpersonal  components  of 
patient  care. 

Houts,  Yasko,  Kahn,  Schelzel,  and  Marconi  (1986)  interviewed  629  persons  with 
cancer  (PWC),  selected  from  the  Pennsylvania  Cancer  Registry.  The  most  frequently  cited 
"unmet  need"  in  this  group  was  "for  help  in  dealing  vdth  emotional  problems  (estimated  at 
25%  of  PWC  statewide)"  (p.  2355). 

Other  researchers  examined  communication  between  patients  with  cancer  and 
healthcare  providers  (Lerman,  Daly,  Walsh,  Resch,  Seay,  Barsevick,  Birenbaum,  Heggan, 
&  Martin,  1993).  These  researchers  found  that  84%  of  patients  surveyed  reported 
difBculties  in  communicating  with  the  medical  team.  Additionally,  psychological  distress 
was  most  strongly  associated  with  interactions  involving  "difficulty  asking  questions, 
expressing  feelings,  and  comprehending  medical  information"  (p.  2618). 

In  a  comprehensive  review  of  the  research  in  patient  satisfaction,  Fitzpatrick, 
While,  and  Roberts  (1992)  highlighted  the  view  that  "communication  is  a  necessary 
component  of  nursing"  and  that  "each  nurse  requires  professional  communication  skills 
and  knowledge"  (p.  1212).  However,  studies  they  reviewed  indicated  that 
"communication  is  frequently  avoided  or  performed  badly"  (p.l213).  They  also  suggested 
that  "poor  communication  may  be  linked  to  the  inadequacy  of  teaching  communication 
skills  in  nurse  education  programs"  and  to  "nurses'  inability  to  cope  with  stress;  insufficient 
time"  and  "fear  of  patient  involvement"  (p.  1213). 
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In  a  recent  review  of  research  in  patient  satisfaction  (with  cancer  chemotherapy 
nursing),  Sitzia  and  Wood  (1998)  also  found  that  interpersonal  aspects  of  patient  care 
were  extremely  important.  Cancer  patients  reported  needing  social  interaction; 
information,  advice,  and  e}q)lanation;  and  to  discuss  feelings  such  as  fear  and  anxiety. 
Unfortunately,  nurses  often  were  reported  to  have  little  appreciation  for  patients  needs, 
avoided  communication,  and  had  difficulty  giving  needed  information.  Nurses  listed 
reasons  for  not  communicating  truthfully  with  patients,  including  '"self  protection',  a 
feeling  that  talking  honestly  'inflicts  distress  on  patients',  a  'lack  of  official  guidelines',  and 
a  wariness  of  infringing  on  a  'doctor's  role'"  (p.  4). 

Research  in  the  areas  of  nursing  stress  and  patient  satisfaction  confirms  the  need 
for  nurses  to  have  better  training  in  how  to  respond  to  emotionally  distressed  patients. 
Nurses  who  are  trained  in  crisis  intervention  will  be  able  to  respond  better  to  a  variety  of 
patient  concerns  and  will  be  more  prepared  to  provide  information  appropriately  and  in  a 
timely  manner.  Therefore,  nurses  who  receive  crisis  intervention  training  likely  will  feel 
more  confident  with  the  interpersonal  aspects  of  patient  care  and,  as  a  result,  experience 
less  stress. 


CHAPTER  3 
METHODOLOGY 

The  purpose  of  this  experimental  study  was  to  determine  the  impact  of  a  crisis 
intervention  training  program  on  nurses'  (clinical)  self-efficacy,  stress,  and  skill  in  use  of 
crisis  intervention  techniques.  The  relationship  between  the  nurses'  self-efficacy  and  levels 
of  stress  also  was  examined. 

The  following  topics  are  covered  in  this  chapter:  (a)  sample,  (b)  variables, 
(c)  instrumentation,  (d)  null  hypotheses,  (e)  research  procedures,  and  (f)  data  collection 
and  analysis. 

Sample 

The  sample  consisted  of  30  nurses  employed  by  Shands  Hospital  in  Gainesville, 
Florida  who  were  randomly  assigned  to  either  the  treatment  or  the  control  group.  Shands 
is  aflBliated  wdth  the  University  of  Florida  and  is  a  research  and  teaching  hospital.  The  41 
nurses  who  were  invited  to  participate  in  this  study  either  were  charge  nurses  or 
preceptors  supervised  by  the  same  nurse  management  team.  Charge  nurses  are 
responsible  for  managing  a  unit,  supervising  the  other  nurses  on  the  unit,  and  handling  any 
problems  that  arise  during  their  shift.  They  also  have  patients  to  whom  they  attend  during 
their  shift.  Preceptors  are  nurses  who  train  and  educate  inexperienced  nurses,  nurses  who 
are  new  to  the  hospital,  and  nurses  who  are  new  to  a  particular  patient  population. 
Preceptors  usually  are  paired  with  a  nurse  in  training  during  their  shifts  and  also  are 
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responsible  for  patient  care.  Both  charge  nurses  and  preceptors  typically  are  available  as 
resources  for  staff  and  are  considered  to  be  in  leadership  roles.  The  nurses  in  this  study 
were  predominantly  female  and  Caucasian.  Of  the  30  nurses  who  participated,  1 8 
reported  minimal  or  no  previous  training  in  crisis  intervention  and  19  reported  minimal  or 
no  previous  training  in  suicide  intervention.  The  sample  of  30  included  two  male  nurses 
and  two  African- Americans,  one  Hispanic-American,  and  one  Asian- American.  Subjects' 
years  of  experience  in  nursing  ranged  from  two  to  29  years.  Subjects  were  randomly 
assigned  to  the  treatment  and  control  groups  in  order  to  minimize  the  possibility  of  group 
differences  related  to  these  characteristics. 

The  nurses  in  the  study  worked  under  the  same  nurse  management  team  in  three 
hospital  units:  (a)  a  20-bed  bone  marrow  transplant  unit;  (b)  a  3 1  -bed  medical  and 
surgical  unit  with  adult  oncology,  gynecological  surgery,  and  lung  transplant  surgery 
patients;  and  (c)  a  34-bed  medical  and  surgical  unit  with  liver/kidney  transplant  and 
gastrointestinal  patients.  These  three  imits  were  selected  because  they  were  supervised  by 
the  same  nurse  management  team,  and  the  organizational  culture  was  similar. 

Variables 

The  independent  variable  in  this  study  was  the  12-hour  crisis  intervention  training 
program.  The  following  dependent  variables  were  measured  by  the  researcher: 

1.  Nurses'  degree  of  self-efficacy  in  the  interpersonal  aspects  of  patient  care. 

2.  Nurses'  level  of  stress. 
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3.  Nurses' skill  in  use  of  crisis  intervention  techniques. 

4.  The  relationship  between  degree  of  self-efBcacy  and  level  of  stress. 
Self-efficacy  is  defined  as  an  individual's  perceived  ability  to  complete  a  task  or 

perform  a  behavior  successfully.  The  focus  of  this  study  was  to  determine  the  impact  of  a 
crisis  intervention  training  program  on  the  self-efficacy  of  nurses  in  the  interpersonal 
aspects  of  patient  care.  In  this  study,  self-efficacy  was  measured  by  the  Nursing  Clinical 
Self-Efficacy  Scale  (Harvey  &  McMurray,  1994). 

Stress  is  defined  here  as  the  response  of  an  individual  to  one  or  more  stressors  or 
pressures  that  he  or  she  perceives  as  a  threat.  This  study  attempted  to  measure  the  impact 
of  a  crisis  intervention  training  program  on  nurses'  stress.  Stress,  as  defined  in  this  study, 
was  measured  by  the  StressMap  self-assessment  questionnaire  (Essi  Systems,  1991).  The 
relationship  between  the  nurses'  self-efficacy  and  stress  also  was  examined. 

Skill  in  use  of  crisis  intervention  techniques  is  defined  as  an  individual's  ability  to 
provide  psychological  or  emotional  assistance  effectively  to  an  individual  in  crisis.  This 
assistance  focuses  primarily  on  allowing  the  individual  to  vent  appropriately  the  painful 
emotions  associated  with  the  crisis,  providing  information,  and  performing  tasks  for  the 
individual  when  necessary.  Nurses'  skills  in  crisis  intervention  were  determined  by  four 
expert  raters  who  trained  volunteers  in  crisis  intervention  at  the  Alachua  County  Crisis 
Center.  These  raters  viewed  video-taped,  role  play  segments  of  each  of  the  nurses 
responding  to  an  emotionally  distressed  patient.  A  crisis  intervention  rating  form  was  used 
in  conjimction  with  the  video-taped  segments  to  measure  skill  in  use  of  crisis  intervention 
techniques. 
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Instrumentation 

Two  questionnaires  were  used  for  data  collection.  Some  data  also  were  collected 
using  videotape  in  conjvmction  with  a  crisis  intervention  rating  form.  In  addition,  a 
personal  data  sheet  was  distributed  and  used  to  gather  demographic  information  from  the 
nurses  who  participated  in  the  study. 
Nursing  Clinical  Self-EfiScacv  Scale 

The  Nursing  Clinical  Self-Efficacy  Scale  (NCSES)  (Harvey  &  McMurray,  1994)  is 
a  24-item,  self-report  instrument  that  provides  quantitative  data  about  how  confident  a 
nurse  is  that  he  or  she  could  perform  various  tasks  successfully.  The  items  are  divided 
into  three  factors:  technical  skills,  client  treatment,  and  interpersonal  skills.  The 
interpersonal  skills  factor  was  the  focus  of  this  study. 

In  this  scale  nurses  are  asked  to  (self)  rate  on  a  10-point  scale  how  confident  they 
are  that  they  can  perform  each  task  successfully.  End  points  of  the  scale  are  1  ~  I  dont 
think  I  could  do  it  ~  to  10  ~  I  am  very  sure  I  could  do  it.  Higher  scores  indicate  higher 
levels  of  self-eflficacy. 

The  NCSES  was  developed  and  refined  for  use  in  identifying  problems  in  the 
progress  of  undergraduate  nurses.  The  scale  was  given  to  more  than  500  imdergraduate 
nurses  in  three  phases  of  development.  The  coefficient  alpha  (a  measure  of  the  scale's 
internal  consistency)  was  0.96.  The  test-retest  reliabilities  for  the  NCSES  over  a  two- 
week  period  were  total  scale  r  =  0.76  (p  <  0.001),  factor  one  r  =  0.75  (p  <  0.001),  factor 
two  r  =  0.78  (p  <  0.01 1),  and  factor  three  r  =  0.71  (p  <  0.001)  (Harvey  &  McMurray, 
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1994).  Overall,  the  Nursing  Clinical  Self-EfBcacy  Scale  showed  good  internal  consistency 
and  test-retest  reliability. 

The  original  scale  was  developed  for  use  with  nursing  students  rather  than  nurses 
currently  in  practice.  It  is  likely,  based  on  self-efficacy  research,  that  nurses  currently  in 
practice  may  have  a  more  realistic  assessment  of  their  ability  to  perform  various  nursing 
skills.  For  example,  Harvey  and  McMurray  (1994)  cited  Bandura's  research: 

Initial  or  early  self-efficacy  expectations  can  be  unrealistically 
high  due  to  a  lack  of  an  appropriate  experiential  base.  Some 
misjudgment  of  ability  to  perform  nursing  skills  can  be  attributed 
to  insufficient  experience  in  a  new  domain;  students  infer  their 
performance  from  other  areas  that  can  be  misleading,  (p.  482) 

For  the  purpose  of  this  study  and  with  permission  from  the  author,  the  wording  of  the 
scale  was  altered  to  have  nurses  rate  their  confidence  about  tasks  they  "could  perform" 
instead  of  skills  they  "could  learn." 
StressMap 

The  StressMap  is  a  self-scoring,  self-administered  stress  assessment  measure  used 
to  gather  comprehensive  quantitative  data  on  21  stress  performance  factors.  StressMap 
was  developed  to  gain  an  overview  of  stress  and  its  various  components.  In  a 
comprehensive  review  of  the  literature  on  stress,  the  researchers  identified  "over  75 
different  scales,  factors,  and  influences  from  a  wide  variety  of  disciplines"  (Essi  Systems, 
1999,  p.  1). 
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Part  I  of  the  StressMap  evaluates  an  individual's  environment  and  focuses  on  the 
following  pressures  and  satisfactions:  work  changes,  work  pressures,  work  satisfections, 
personal  changes,  personal  pressures,  and  personal  satisfactions.  Part  II  explores  coping 
responses  by  assessing  an  individual's  use  of  the  following  skills:  self-care,  direct  action, 
support-seeking,  situation  mastery,  adaptability,  and  time  management.  Part  HI  evaluates 
an  individual's  thoughts  and  feelings  about  the  following:  self  esteem,  positive  outlook, 
personal  power,  connection,  expression,  and  compassion.  Part  IV  asks  an  individual  to 
rate  the  following  signals  of  distress:  physical  symptoms,  behavioral  symptoms,  and 
emotional  symptoms. 

Each  of  the  21  scales  is  composed  of  items  rating  the  frequency  of  various 
thoughts,  feelings,  behaviors,  or  symptoms  on  a  Likert-type  scale  ranging  from  0  to  3.  A 
total  score  then  is  calculated  for  each  of  the  21  scales.  A  scoring  grid,  provided  with  the 
StressMap,  allows  conversion  of  each  scale's  total  score  to  a  "scaled  score."  The  scaled 
scores  map  performance  in  four  different  zones:  optimal  ~  highest  level  of  effectiveness, 
normally  the  top  15  percent  of  individuals;  balance  ~  effective  and  steady  performance  in 
most  situations,  approximately  the  15th  to  the  50th  percentile  relative  to  normal 
distributions;  strain  ~  overwhelmed  or  drained,  frequently  runs  into  difficulty, 
approximately  the  50th  to  the  85th  percentile;  and  burnout  ~  extreme  distress  and 
impaired  fimctioning,  the  bottom  15  percent  of  individuals  (Essi  Systems,  1999).  In  this 
study,  data  from  each  of  the  21  scales  were  analyzed. 
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Normative  data  are  based  on  research  with  nearly  400  employees  in  1984  -1985 
(Essi  Systems,  1991).  Reliability  coefiBcients  of  the  21  StressMap  scales  range  from  .72  to 
,93.  Essi  Systems  (1991)  surveyed  914  enq)loyees  in  30  different  Canadian  conq)anies  to 
obtain  intercorrelations  of  the  21  scales.  Of  particular  interest  are  the  correlations 
between  each  of  the  21  scales  and  the  "signals  of  distress"  scales.  A  number  of  the  scales 
have  correlations  over  .50  with  the  emotional  distress  scale.  Most  of  the  "inner  world" 
scales,  some  of  the  coping  scales,  and  both  the  family  and  the  work  pressure  scales  have 
high  correlations  with  the  emotional  distress  scale  and,  to  a  lesser  extent,  with  the  physical 
and  behavioral  symptoms  scales. 
Crisis  Intervention  Rating  Form 

After  the  treatment  group  received  the  crisis  intervention  training,  all  nurses  in  this 
study  were  video-taped  for  3  minutes  and  30  seconds  in  a  role  play  with  a  pseudo-patient 
presenting  a  personal  crisis.  The  time  allotted  for  the  role  plays  was  based  on  the 
researcher's  experience  as  a  trainer  with  the  Alachua  County  Crisis  Center  and  discussions 
with  other  trainers  at  the  Alachua  Coimty  Crisis  Center  about  how  much  time  would  be 
necessary  to  assess  basic  skills  in  crisis  intervention.  In  addition,  nurses  at  Shands 
Hospital  were  consulted  about  how  much  time  they  typically  spend  in  a  patient's  roonL 
Based  on  these  discussions,  3  minutes  and  30  seconds  was  determined  to  be  a  reasonable 
amount  of  time  to  establish  contact  with  a  patient  and  to  demonstrate  basic  skills  in  crisis 
intervention.  The  same  scenario  and  actor  were  used  when  video-taping  each  nixrse. 
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A  modified  version  of  the  form  used  to  rate  the  skill  of  individuals  who  go  through 
the  training  program  at  the  Alachua  County  Crisis  Center  was  developed  by  the  researcher 
for  use  in  this  study.  The  Crisis  Intervention  Rating  Form  can  be  used  to  evaluate  a 
helper's  ability  in  the  following  categories:  establishing  rapport,  paraphrasing,  discussing 
feelings,  disciassing  problems,  and  overall  eflFectiveness.  Scores  in  each  category  can  range 
fi-om  0  to  4.  A  score  of  0  indicates  "not  done,  yet  situation  made  it  appropriate  to  do  so." 
A  score  of  4  indicates  "exceeded  e)q)ectations." 

Four  trainers  at  the  Alachua  County  Crisis  Center  who  were  familiar  with  this 
rating  system  served  as  expert  judges.  They  were  asked  to  judge  how  effective  and 
appropriate  each  nurse  "helper"  was  in  each  of  the  five  categories  viewed  on  video.  The 
judges  were  asked  to  base  their  ratings  on  the  segment  of  video  they  observed  and  on  their 
knowledge  of  the  goals  and  objectives  of  crisis  intervention.  The  expert  panel  of  judges 
had  no  prior  knowledge  about  which  nurses  had  been  trained  in  crisis  intervention.  An 
average  score  in  each  of  the  five  categories  was  computed  for  each  nurse.  The  Overall 
Effectiveness  score  was  used  as  the  main  indicator  variable  measuring  skill  in  crisis 
intervention  for  this  study. 
Personal  Data  Sheet 

A  personal  data  sheet  was  distributed  to  all  participating  nurses  to  gather 
demographic  data.  Participants  were  asked  to  provide  information  about  their  age,  sex, 
race,  years  of  nursing  experience,  and  previous  type  and  amount  of  crisis  intervention 
training  and  suicide  intervention  training. 
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Null  Hypotheses 
The  following  null  hypotheses  were  investigated: 

Hoi :  There  will  be  no  significant  difference  in  scores  of  nursing  clinical  self- 
eflScacy  between  the  group  of  nurses  receiving  crisis  intervention  training  and  the  control 
group. 

Ho2:  There  will  be  no  significant  difference  in  scores  of  stress  between  the  group 
of  nurses  receiving  crisis  intervention  training  and  the  control  group. 

Ho3:  There  will  be  no  significant  difference  in  crisis  intervention  skills  between 
the  group  of  nurses  receiving  crisis  intervention  training  and  the  control  group. 

Ho4:  There  will  be  no  significant  relationship  between  scores  of  nursing  clinical 
self-efiBcacy  and  stress  level. 

Research  Procedures 
All  41  charge  nurses  and  preceptors  who  worked  on  each  of  the  three  units 
selected  for  the  study  were  invited  to  participate.  A  total  of  30  nurses  volunteered  for  the 
study  and  were  assigned  randomly  to  either  the  treatment  or  the  control  group.  Nurses  in 
the  treatment  group  received  the  crisis  intervention  training  prior  to  completing  the 
posttest  measures. 

All  nurses  who  agreed  to  participate  in  the  study  attended  introductory  meetings. 
At  that  time,  packets  containing  the  cover  letter,  consent  forms,  data  sheet,  and 
assessment  instruments  were  given  to  them.  Participants  also  were  informed  that  they 
would  be  assigned  randomly  to  one  of  two  groups.  Group  assignment  determined  if  they 
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would  be  in  the  treatment  group  or  the  control  group.  All  nurses  were  offered  nursing 
continuing  education  units  (CEUs)  for  their  participation  in  the  training  and  the  study. 

The  crisis  intervention  training  program  consisted  of  didactic  instruction  on  crisis 
theory  and  crisis  intervention  techniques,  exercises  in  personalizing  crisis,  and  role  plays  to 
practice  responding  to  emotionally  distressed  individuals.  Nurses  received  the  training  in 
small  groups  of  no  more  than  eight  nurses.  The  training  program  is  based  on  the  40-hour 
training  provided  by  the  Alachua  County  Crisis  Center,  which  is  certified  by  the  American 
Association  of  Suicidology.  This  40-hour  program  was  modified  and  condensed  to  a  12- 
hour  program  consisting  of  three  hours  of  training  once  a  week  for  four  weeks. 
Information  specific  to  the  Alachua  County  Crisis  Center  policies,  procedures,  and 
paperwork  was  not  presented  to  the  nurses.  Nurses  learned  to  provide  crisis  intervention 
services  to  patients  within  the  context  of  their  regular  duties. 

The  crisis  intervention  skills  taught  in  this  program  were  focused  on  responding  to 
the  emotional  crises  that  patients  and  families  may  experience  when  in  a  hospital  setting. 
Some  of  the  role  plays  also  were  designed  to  allow  the  nurses  to  practice  responding  to 
co-workers  who  were  experiencing  stress  or  crisis.  The  nurses  were  given  materials  to 
read  and  were  asked  to  practice  with  patients  between  sessions  the  skills  they  learned. 
The  learning  objectives  of  the  12-hour  training  were: 

1 .  Learn  how  to  identify  when  an  individual  is  in  crisis. 

2.  Learn  possible  outcomes  of  crisis. 

3.  Learn  crisis  intervention  techniques. 
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4.  Learn  to  identify  taboo  issues. 

5.  Practice  crisis  intervention  techniques  in  group  role  plays. 

6.  Learn  patterns  and  indications  of  suicide. 

7.  Learn  suicide  intervention  techniques. 

8.  Practice  suicide  intervention  techniques  in  group  role  plays. 

9.  Learn  resources  for  client  referral. 

The  modifications  to  this  program  were  approved  by  the  director  and  the  training 
coordinator  of  the  Alachua  County  Crisis  Center  and  were  evaluated  by  them  as  being 
consistent  with  the  philosophy  and  goals  and  objectives  of  the  40-hour  training.  The 
training  was  provided  by  the  researcher  (who  had  more  than  1 1  years  of  experience 
providing  crisis  counseling  to  clients  and  more  than  six  years  of  experience  providing 
training  to  volunteers  with  the  Alachua  County  Crisis  Center). 

Prior  to  receiving  training,  nurses  in  both  groups  completed  the  Nursing  Clinical 
Self-EflScacy  Scale  and  the  StressMap  Self-Scoring  Questionnaire  to  determine  their 
confidence  with  the  interpersonal  aspects  of  nursing  care  and  to  evaluate  their  stress 
levels.  The  12  hours  of  crisis  intervention  training  were  provided  to  the  first  group  of 
nurses  over  a  period  of  four  weeks.  After  the  training  was  completed,  the  Nursing  Clinical 
Self-EfScacy  Scale  and  the  StressMap  questionnaire  were  administered  to  each  of  the 
groups  again.  In  addition,  nurses  in  both  groups  were  judged  on  their  skills  in  crisis 
intervention  techniques  by  independent  raters  and  based  on  their  video-taped 
performances  in  role  plays.  The  independent  raters  were  fi"om  the  Alachua  County  Crisis 
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Center  and  used  the  modified  Crisis  Intervention  Rating  Form  to  evaluate  the  nurses' 
skills. 

Data  Collection  and  Analyses 
Subjects  were  assigned  randomly  to  the  treatment  and  control  groups.  Pretests 
and  posttests  of  the  Nursing  Clinical  Self-Efficacy  Scale  (NCSES)  and  the  StressMap 
were  administered  to  nurses  in  both  groups.  Each  of  the  nurses  in  both  the  treatment  and 
control  groups  was  videotaped  individually  in  a  role  play  after  the  treatment  group 
received  the  crisis  intervention  training.  The  design  for  the  study  is  shown  in  Table  3.1. 

Table  3.1 

Pretest  Treatment  Posttest 


Experimental  StressMap,  X  StressMapj 

Group  NCSESi  NCSESj 

Videotaped  r/p 

Control  StressMap,  StressMapj 

Group  NCSES,  NCSESj 

Videotaped  r/p 

r/p  =  role  play 

The  first  two  null  hypotheses  were  tested  using  an  analysis  of  covariance 
(ANCOVA).  The  posttest  means  were  compared  using  the  corresponding  pretest  scores 
as  a  covariate.  The  third  null  hypothesis,  comparing  observed  skill  in  crisis  intervention, 
was  tested  using  a  t-test  to  compare  the  group  mean  ratings.  The  fourth  null  hypothesis, 
examining  the  relationship  between  the  nurses'  self-efficacy  and  stress,  was  tested  using 
Pearson  product-moment  correlation  coefficients. 


CHAPTER  4 
RESULTS 

The  purpose  of  this  study  was  to  determine  the  impact  of  a  crisis  intervention 
training  program  on  nurses'  (clinical)  self-efiBcacy,  stress,  and  skill  in  use  of  crisis 
intervention  techniques.  The  relationship  between  the  nurses'  self-efBcacy  and  levels  of 
stress  also  was  examined. 

Participants  were  30  charge  nurses  and  preceptors  employed  by  Shands  Hospital  in 
Gainesville,  Florida.  The  crisis  intervention  training  program  was  adapted  from  the  40- 
hour  training  provided  by  the  Alachua  County  Crisis  Center,  which  is  certified  by  the 
American  Association  of  Suicidology. 

In  this  chapter  the  research  findings  are  examined  and  the  outcome  testing  is 
discussed  for  each  hypothesis  presented  in  the  study.  Data  were  collected  on  30  nurses 
supervised  by  the  same  nurse  management  team  at  Shands  Hospital.  The  experimental 
and  control  groups  were  examined  on  three  variables:  self-efiBcacy,  stress,  and  skills  in 
crisis  intervention.  The  relationship  between  self-efficacy  and  stress  also  was  investigated. 

The  first  two  hypotheses  were  tested  using  an  analysis  of  co variance  (ANCOVA). 
The  posttest  means  were  compared  using  the  corresponding  pretest  scores  as  a  covariate. 
The  third  hypothesis  was  tested  using  a  t-test  statistic  to  compare  the  group  mean  ratings. 
The  fourth  hypothesis  was  tested  using  a  Pearson  product-moment  correlation  coefficient. 
Each  hypothesis  was  tested  at  the  .05  level  of  confidence. 
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Self-EfiBcacv 

HOI :  There  will  be  no  significant  difference  in  scores  of  nursing  clinical  self- 
eflBcacy  between  the  group  of  nurses  receiving  crisis  intervention  training  and  the  control 
group. 

As  illustrated  in  Table  4.1,  the  results  of  this  ANCOVA  revealed  a  significant 
difference  between  group  posttest  scores  [  F  (1,  26)  =  4.57,  p  =  .042  ]  on  the 
interpersonal  component  of  the  NCSES.  The  mean  posttest  score  of  the  treatment  group 
(Ml  =  9.47)  was  significantly  higher  than  the  mean  posttest  score  of  the  control  group 
(M2  =  9.05),  indicating  that  the  treatment  group  nurses  in  this  study  had  greater  perceived 
self-efiBcacy  than  did  the  control  group.  Therefore,  because  there  was  a  significant 
difference  between  groups,  this  null  hypothesis  was  rejected. 

Table  4.1.  Simmiarv  Table  for  Analyses  of  Covariance  for  the  Interpersonal  Factor  of  the 
NCSES_(N=14) 


Source  of  Variance 

df 

Type  III 
SS 

Mean 
Square 

F 

P 

NCSES  Pretest 

1 

3.763 

3.763 

17.634 

.000 

Between  Groups 

1 

.975 

.975 

4.567 

.042* 

Within  Groups 

26 

5.549 

.213 

♦Statistically  significant  at  the  .05  level. 


Stress 

H02:  There  will  be  no  significant  difference  in  scores  of  stress  between  the  group 
of  nurses  receiving  crisis  intervention  training  and  the  control  group. 
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The  posttest  group  differences  for  each  of  the  21  scales  and  for  the  total  stress 
scores  were  examined  using  analyses  of  co  variance.  The  pretest  scores  for  each  of  the  21 
scales  were  used  as  covariates.  Results  of  the  initial  analyses  for  each  of  the  21  scales 
indicated  a  significance  difference  between  groups  only  for  scale  21  (Table  4.2),  the 
emotional  distress  scale,  [  F  (1, 27)  =  5.732,  g  =  .024  ]  at  .05  level  of  significance. 

Table  4.2.  Summarv  Table  for  Analvsis  of  Covariance  for  the  Emotional  Distress  Scale  of 
the  StressMap  (N=15) 

Source  of  Variance             df       Type  III  Mean  F  P 

SS  Square 

Emotional  Distress  Pretest     1        2517.278  2517.278  57.707  .000 

Between  Groups                1          250.022  250.022  5.732  .024* 

Within  Groups                 27        1177.789  43.622 

*  Statistically  significant  at  the  .05  level. 

The  mean  score  for  the  treatment  group  on  scale  21  (Ml  =  16.33)  was  lower  than  the 
mean  score  for  the  control  group  (M2  =  16.87).  However,  because  analyses  were 
performed  on  21  scales,  it  was  necessary  to  incorporate  the  Bonferroni  correction; 
therefore,  the  q  value  of  .05  was  divided  by  21  in  order  to  protect  the  overall  alpha  level 
With  this  correction,  a  probability  of  2  <  .002  was  required  to  indicate  a  significant 
difference.  Therefore,  there  was  no  significant  difference  between  groups  on  the 
emotional  distress  scale.  Results  of  the  ANCOVA  analysis,  presented  in  Table  4.3,  also 
indicated  that  there  was  no  significant  difference  between  groups  [  F  (1,  25)  =  .378, 
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2  =  .544  ]  in  posttest  total  stress  scores.  Therefore,  because  there  was  no  significant 
difference  in  stress  between  the  two  groups,  this  null  hypothesis  was  not  rejected. 

Table  4.3.  Summary  Table  for  Analysis  of  Co  variance  for  the  Scaled  Total  Scores  of  the 
StressMaE(N=15) 

Source  of  Variance  df        Type  HI  Mean  F  P 

SS  Square 

Scaled  Total  Pretest  1  5.312  5.312  56.178  .000 

Between  Groups  1  3.573E-02  3.573E-02       .378  .544 

Within  Groups  25  2.364  9.456E-02 


Crisis  Interyention  Skills 

Ho3:   There  will  be  no  significant  difference  in  crisis  intervention  skills  between 
the  group  of  nurses  receiving  crisis  intervention  training  and  the  control  group. 

Differences  between  the  treatment  and  control  group  means  for  each  of  the  skill 
areas  were  examined  using  t-tests.  As  illustrated  in  Table  4.4,  mean  scores  in  each  of  the 

Table  4.4.  Summary  Table  of  t-tests  (N=15) 


Skill  Category 

t(28) 

Group  Means 

Treatment 

Control 

Establishing  Rapport 

5.217** 

2.35 

1.45 

Paraphrasing 

7.450** 

2.35 

.58 

Discussing  Feelings 

7.373** 

2.23 

.70 

Discussing  Problems 

4.202** 

2.05 

1.21 

Overall  Effectiveness 

7.056** 

2.23 

1.06 

**  Significant  at  the  .001  level 
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five  skill  areas  rated  were  significantly  higher  for  the  treatment  group  than  for  the  control 
group,  indicating  that  the  treatment  group  nurses  in  this  study  demonstrated  more  skills  in 
crisis  intervention  than  did  the  control  group.  Therefore,  the  null  hypothesis  related  to 
differences  in  skills  in  crisis  intervention  between  the  two  groups  was  rejected. 

An  additional  goal  of  this  study  was  to  examine  the  relationship  between  the 
nurses'  perceived  self-efBcacy  in  the  interpersonal  aspects  of  patient  care  and  their  stress 
levels.  Pre-test  and  posttest  scores  on  the  interpersonal  factor  of  the  NCSES  were  related 
to  pre-test  and  post-test  scaled  total  scores  on  the  StressMap  questionnaire. 

Self-EfiScacy  and  Stress 

Ho4:    There  will  be  no  significant  relationship  between  scores  of  nursing  clinical 
self-efficacy  and  stress  level. 

The  relationship  between  these  two  variables  was  examined  using  Pearson 
product-moment  correlation  coefficients.  The  scaled  total  pretest  and  posttest  StressMap 
scores  were  compared  with  the  pretest  and  posttest  scores  on  the  interpersonal  fector  of 


Table  4.5.  Pearson  Correlations  of  NCSES  Scores  and  StressMap  Total  Scaled  Scores 
(n=29) 


StressMap 

NCSES  Interpersonal 

NCSES  Total 

Pretest 

Posttest 

Pretest  Posttest 

Pretest  (Control  +Treatment) 

-.190 

.001 

.143  .043 

Posttest  (Control  +  Treatment) 

-.245 

-.249 

.078  -.017 
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the  NCSES  and  the  total  scores  on  the  NCSES.  Correlations  in  Table  4.5  are  based  on 
the  total  nurses  in  both  the  treatment  and  the  control  groups. 

It  was  hypothesized  that  as  nurses'  self-efficacy  in  the  interpersonal  area  of  patient 
care  increased,  their  stress  woiild  decrease.  Results  of  the  analyses  indicated  a  correlation 
of  -.249  between  the  posttest  total  scores  on  the  StessMap  and  the  posttest  scores  on  the 
interpersonal  component  of  the  NCSES.  The  correlation  was  in  the  predicted  direction, 
but,  no  statistically  significant  relationship  between  the  two  variables  was  indicated.  A 
slight  negative  correlation  also  was  found  between  the  posttest  total  scores  on  the 
StressMap  and  the  posttest  total  scores  on  the  NCSES,  but,  this  relationship  also  was  not 
significant. 

Additional  analyses  were  conducted  in  order  to  examine  fiirther  the  relationship 
between  the  nurses'  self-efficacy  and  stress  between  groups  and  across  time.  Correlations 
in  Table  4.6  and  4.7  are  based  on  the  total  nurses  in  both  groups  (Control  +  Treatment) 
and  each  group  individually.  Shown  in  Table  4.6  are  the  relationships  between  the  total 
self-efficacy  scores  on  the  NCSES  (TSE)  and  the  StressMap  scores  (SM).  Table  4.7 
examines  the  relationship  between  the  scores  on  the  interpersonal  component  of  the 
NCSES  (ISE)  and  the  StressMap  scores  (SM). 

In  Table  4.6,  the  relationship  between  the  nurses'  total  self-efficacy  scores  on  the 
NCSES  at  pretest  and  their  StressMap  scores  at  pretest  in  the  control  group  is  slightly 
positive  (.330),  indicating  that  as  total  self-efficacy  increased,  stress  also  increased.  The 
relationship  between  stress  and  total  self-efficacy  in  the  treatment  group,  however,  was 
slightly  negative  (-.046),  indicating  that  as  total  self-efficacy  increased,  stress  decreased. 
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Therefore,  at  pretest  the  control  and  the  treatment  groups  were  slightly  different  with 
respect  to  the  relationship  between  total  self-eflBcacy  and  stress.  The  same  pattern  also  is 
present  in  the  relationships  between  total  self-efBcacy  scores  on  the  NCSES  and  the 
StressMap  scores.  However,  the  correlations  and  the  differences  between  groups  were 
not  statistically  significant. 


Table  4.6  Correlations  of  Total  NCSES  Scores  (TSE)  and  StressMap  Total  Scaled  Scores 
(SM)  at  Pretest  m  and  Posttest  (2) 


Control  +  Treatment 

Control 

Treatment 

TSEi  and  SM, 

.143 

.330    e      .  ■ 

-.046 

(n=29) 

(n=15) 

(n=14) 

TSE,  and  SM2 

.078 

.198 

-.029 

(n=29 

(n=14) 

(n=15) 

TSE2  and  SM2 

-.017 

.082 

-.098 

(n=28) 

(n=14) 

(n=14) 

Table  4.7.  Correlations  of  Interpersonal  NCSES  Scores  dSE)  and  StressMap  Total 

Scaled  Scores  CSM)  at  Pretest  f  1)  and  Posttest  (2) 

Control  +  Treatment 

Control 

Treatment 

ISE,  and  SM, 

-.190 

-.152 

-.236 

(n=29) 

(n=15) 

(n=14) 

ISE,  and  SMj 

-.245 

-.347 

-.172 

(n=29) 

(n=14) 

(n=15) 

ISE2  and  SM2 

-.249 

-.279 

-.160 

(n=28) 

(n=14) 

(n=14) 
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The  relationship  between  the  correlations  across  time  became  slightly  less  positive 
from  pretest  (.330)  to  posttest  (.082)  in  the  control  group  and  slightly  more  negative  from 
pretest  (-.046)  to  posttest  (-.098)  in  the  treatment  group.  However,  these  differences  also 
were  not  statistically  significant. 

In  Table  4.7,  each  of  the  correlations  between  NCSES  scores  on  the  interpersonal 
component  of  self-efficacy  and  scores  on  the  StressMap  were  negative,  indicating  that 
stress  decreased  as  interpersonal  self-efficacy  increased.  As  with  the  comparisons  of  total 
self-efficacy  and  stress,  the  correlations  and  the  differences  between  groups  and  across 
time  were  not  statistically  significant.  Therefore,  the  n\ill  hypothesis  related  to  the 
relationship  between  self-efficacy  and  stress  was  not  rejected.  Discussions  of  the 
conclusions,  implications,  limitations  and  recommendations  related  to  these  results  are 
presented  in  Chapter  5. 


CHAPTERS 
DISCUSSION 


This  study  was  designed  to  determine  the  impact  of  a  12-hour  crisis  intervention 
training  program  on  nurses'  skills  in  crisis  intervention,  self-eflBcacy  in  the  interpersonal 
component  of  patient  care,  and  stress  level.  The  relationship  between  self-efBcacy  and 
stress  also  was  examined. 

Nurses  were  randomly  assigned  to  the  treatment  and  the  control  group.  Pretests 
of  the  Nursing  Clinical  Self-EflBcacy  Scale  (NCSES)  and  the  StressMap  Self-Scoring 
Questionnaire  were  administered  to  nurses  in  both  groups.  Nurses  in  the  treatment  group 
then  participated  in  the  12-hoiu-  crisis  intervention  training  program.  After  completion  of 
the  training  program,  the  two  instruments  were  re-administered  and  each  niu-se  was  video- 
taped in  a  role  play  situation  to  respond  to  a  pseudo  patient  feigning  a  personal  crisis. 
Crisis  intervention  skills  were  measured  by  expert  raters  who  watched  the  video-taped  role 
plays.  Raters  used  a  modified  version  of  the  Crisis  Intervention  Rating  Form  that  was 
developed  by  the  Alachua  County  Crisis  Center  to  conduct  a  blind  rating  of  the  skills  of 
each  of  the  30  nurses  who  participated  in  the  study.  That  is,  the  raters  were  not  informed 
about  which  subjects  had  received  the  crisis  intervention  training. 

The  hypothesis  that  examined  skills  in  crisis  intervention  was  tested  using  a  t-test. 
The  hypotheses  that  examined  self-efiBcacy  and  stress  were  tested  using  an  analysis  of 
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covariance  (ANCOVA).  The  hypothesis  that  examined  the  relationship  between  self- 
efficacy  and  stress  was  tested  using  a  Pearson  product-moment  correlation  coefficient. 
Significant  dififerences  in  skills  in  crisis  intervention  and  self-efficacy  in  the  interpersonal 
con^)onent  of  patient  care  were  found  between  the  experimental  and  control  groups  based 
on  participation  in  the  training.  No  significant  difference  in  the  level  of  stress  was  found 
between  the  experimental  and  control  groups,  and  no  significant  correlation  between  self- 
efficacy  and  stress  was  found.  Consequently,  the  crisis  intervention  training  program 
delineated  in  this  study  is  recommended  for  use  with  nurses  to  help  increase  their  skills  in 
crisis  intervention  and  their  self-confidence  in  the  interpersonal  aspects  of  patient  care. 

Conclusions 

Results  fi-om  this  research  indicated  that  the  12-hour  crisis  intervention  training 
program  presented  in  this  study  had  a  significant  impact  on  nurses'  skills  (see  Table  5. 1)  in 

Table  5.1.  Crisis  Intervention  Skill  Categories 


Skill  Category  Definition 


Establishing  Rapport  The  level  of  relationship  developed  between  helper  and 

client. 

Paraphrasing  Use  of  mechanics  and  techniques  of  reflecting  or  restating 

feelings  and/or  problems  and  issues. 
Discussing  Feelings  Identifying  and  discussing  the  client's  feelings  accurately 

with  matching  intensity  and  range. 
Discussing  Problems  Identifying  and  discxissing  the  client's  situation  and  issues 

accurately  and  fiiUy,  when  appropriate. 
Overall  Effectiveness  Effectiveness  of  the  intervention  -  degree  of  successful 

application  of  skills  and  concepts. 
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crisis  intervention.  Specifically,  in  structured  role-plays  simulating  an  interaction  with  a 
patient  in  crisis,  nurses  who  received  the  training  were  rated  significantly  higher  in  all  five 
categories.  Thus,  based  on  the  results  of  this  research,  the  crisis  intervention  training 
program  presented  had  a  positive  effect  on  the  treatment  group  nurses'  skills  in  dealing 
with  a  patient  in  emotional  distress. 

Nxirses  who  received  the  training  also  scored  higher  on  the  interpersonal 
component  of  the  Nursing  Clinical  Self-Efficacy  Scale  (NCSES).  The  items  comprising 
the  interpersonal  component  of  the  NCSES  are  listed  in  Table  5.2. 

Table  5.2.  Interpersonal  Component  of  the  Nursing  Clinical  Self-Efificacv  Scale 


Reassure  or  comfort  a  distressed  client  and  help  them  to  cope. 
Cope  with  working  with  new  staff  and  new  environments  following  ward  changes. 
Advise  a  doctor  about  his/her  client's  conditions  or  contact  a  doctor  in  an  emergency. 
Ask  for  clarification  of  instructions  or  for  help  with  any  procedures  not  understood. 
Explain  to  the  client  about  treatment  to  be  given  (dress  wound,  take  out  stitches,  give 
injection). 

Form  a  positive  working  relationship  with  the  charge  nurse  and  other  nursing  staff 

Form  an  interpersonal  relationship  that  assists  clients  to  ask  for  my  help  (i.e.  get  on  so  well 

with  clients  that  they  are  able  to  seek  my  help  without  embarrassment). 
Discuss  problems  with  a  client  and  help  in  finding  solutions,  keeping  their  disclosures  in 

confidence. 


Based  on  the  results  of  this  research,  nurses  who  participated  in  the  crisis 
intervention  training  program  reported  more  self-efficacy  in  communicating  with  and 
assisting  patients,  supervisors,  and  co-workers.  They  also  appeared  to  the  expert  raters  to 
have  more  self-confidence  in  engaging  in  many  of  the  interpersonal  interactions  required 
as  part  of  their  duties. 
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Nurses  in  both  the  treatment  and  the  control  group  showed  a  slight  decrease  in 
total  stress  from  pretest  to  posttest.  However,  the  decrease  in  both  groups  was  not 
statistically  significant.  Upon  initial  examination  of  the  results  from  scale  21  of  this 
assessment  (emotional  distress),  nurses  who  participated  in  the  crisis  intervention  training 
appeared  to  score  significantly  lower  in  stress  than  nurses  who  did  not  participate. 
However,  after  a  statistical  correction  was  applied,  the  difference  was  determined  not  to 
be  significant.  Further  research  in  this  area  could  be  beneficial  in  determining  whether 
more  significant  crisis  intervention  training  may  have  some  impact  on  reducing  nurses' 
overall  stress  levels. 

Results  of  the  analyses  of  the  relationship  between  scores  on  the  interpersonal 
component  of  the  NCSES  and  the  total  scores  on  the  StressMap  questionnaire  indicated  a 
negative  correlation  between  the  posttest  scores.  As  the  posttest  scores  in  self-efficacy 
increased,  the  posttest  scores  in  stress  decreased.  The  correlation  was  in  the  predicted 
direction,  but,  no  significant  relationship  between  self-efficacy  and  stress  was  found. 

Implications 

The  results  of  this  study  have  implications  for  nursing  education  programs.  This 
study  parallels  other  research  with  respect  to  the  amount  of  training  that  health  care 
professionals  typically  receive  in  crisis  intervention  (e.g.,  Pollin,  1992;  Weissburg,  1990). 
Almost  two-thirds  of  the  nurses  who  participated  in  this  study  reported  having  had 
minimal  or  no  training  in  crisis  or  suicide  intervention. 

Conwell  and  King  discussed  this  issue  at  the  1999  American  Association  of 
Suicidology  Conference.  Conwell  reported  that  more  than  70%  of  older  people  who 
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coiranitted  suicide  saw  a  primary  care  provider  within  the  30  days  prior  to  their  deaths  and 
that  depressed  individuals  are  often  more  likely  to  schedule  appointments  with  their 
doctors  than  with  mental  health  professionals.  King  described  health  care  practitioners  as 
"gatekeepers"  who  need  to  be  supported  and  trained  in  crisis  and  suicide  intervention. 
Therefore,  it  is  critical  that  doctors,  nurses,  and  other  health  care  professionals  receive 
more  training  in  this  area.  If  nurses  become  more  skilled  in  identifying  the  signs  and 
symptoms  of  emotional  crises  and  feel  more  comfortable  discussing  thoughts  of  suicide, 
then  appropriate  referrals  to  mental  health  professionals  are  much  more  likely. 

Crisis  intervention  training  could  be  extremely  valuable  in  helping  increase  nurses' 
confidence  in  managing  the  interpersonal  component  of  patient  care.  The  experiential 
aspect  of  the  role  plays  in  this  training  may  be  the  key  to  helping  nurses  feel  prepared  for 
actual  interactions  with  patients.  The  structured  role  plays  in  the  12-hour  crisis 
intervention  training  program  presented  were  focused  on  training  nurses  to  respond  to 
patients  in  emotional  distress,  patients  exhibiting  suicidal  ideation,  and  co-workers 
experiencing  emotional  distress.  Self-efificacy  research  indicates  that  individuals  who  feel 
confident  that  they  can  successfiilly  perform  a  certain  task  are  more  likely  to  risk 
attempting  that  task  (e.g.,  Bandura,  1982).  Nurses  who  feel  more  confident  responding  to 
patients  in  emotional  distress  therefore  are  more  likely  to  attempt  to  engage  with  these 
patients,  which  may  improve  patient  satisfection. 

Patient  satisfaction  research  long  has  indicated  the  need  for  nurses  to  have 
improved  skills  in  the  interpersonal  component  of  patient  care.  Patients  in  emotional 
distress  have  reported  the  need  for  nurses  to  allow  them  to  talk  about  their  feelings. 
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provide  information,  talk  about  problems,  and  respond  in  a  compassionate  and  caring 
manner.  The  training  presented  in  this  research  has  the  potential  to  impact  patient 
satisfaction  because  nurses  who  participated  in  the  training  showed  increased  ability  to 
convey  emotional  understanding,  reflect  clearly  what  the  patient  was  saying,  and  discuss 
problems  (a  precursor  to  providing  information).  The  trained  nurses  in  this  study  also 
were  identified  by  the  expert  raters  as  better  able  to  establish  positive  relationships  with 
the  patients  and  generally  were  more  effective  at  crisis  intervention.  These  skills  have 
been  identified  by  patients  as  necessary  for  increased  patient  satisfaction. 

Limitations 

One  of  the  major  limitations  of  this  study  was  the  small  sample  size.  Thirty  nurses 
fi-om  three  hospital  units  participated  in  the  study  and  completed  all  assessment  measures. 
The  treatment  and  the  control  group  each  had  15  subjects.  While  this  is  an  acceptable 
niamber  for  an  experimental  study,  inclusion  of  a  larger  number  of  nurses  would  further 
illuminate  the  results  of  this  study. 

The  training  program  presented  in  this  study  was  found  to  have  a  significant 
impact  on  the  crisis  intervention  skills  of  the  trained  nurses.  One  limitation,  however,  was 
that  no  pre-test  was  administered  to  measure  differences  in  knowledge  and  skills  in  crisis 
intervention  prior  to  participation  in  the  training.  Nurses  were  assigned  to  the  treatment 
and  control  groups  randomly,  however,  some  initial  group  differences  in  crisis  intervention 
skills  may  have  existed.  Nurses  were  asked  to  reveal  any  prior  training  in  crisis  and 
suicide  intervention  in  an  open-ended  format.  However,  their  data  were  not  obtained  in  a 
format  that  would  allow  them  to  be  used  as  a  covariate.  Two-thirds  of  the  nurses 
reported  minimal  or  no  training  in  this  area,  and  one  third  reported  some  type  of  training. 


However,  since  the  terms  were  not  defined,  it  was  unclear  as  to  whether  nurses  who  had 
prior  training  fully  understood  the  meaning  of  the  terms  "crisis  intervention"  and  "suicide 
intervention." 

Other  limitations  of  this  study  were  present  in  the  measurement  of  nurses'  stress. 
Feedback  fi-om  some  of  the  nurses  indicated  that  taking  the  StressMap  assessment  helped 
them  become  more  aware  of  areas  of  stress  in  their  lives.  The  assessment  itself  contained 
a  scoring  grid  that  allowed  nurses  to  identify  whether  they  scored  in  the  "optimal," 
"balance,"  "strain,"  or  "burnout"  range  on  each  of  the  21  scales.  Having  this  information 
after  completion  of  the  pretest  may  have  affected  the  nurses'  subsequent  stress  related 
behaviors  and  ultimately  their  posttest  scores. 

Research  has  identified  many  variables  that  impact  nurses'  stress  levels,  including 
patient  volume,  staff  changes  and  shortages,  and  scheduling  issues.  Some  of  these 
variables  may  not  have  been  fiilly  accounted  for  in  this  study,  and  unknown  differences 
between  the  treatment  and  the  control  group  may  have  skewed  the  data.  In  addition,  the 
second  StressMap  assessment  was  administered  the  same  day  that  the  role  plays  were 
video-taped.  Nurses  who  experienced  anxiety  related  to  participating  in  the  role  plays 
may  have  indicated  higher  levels  of  stress  on  the  StressMap  assessment. 

The  crisis  intervention  training  used  in  this  study  was  a  12-hoxu-  program  adapted 
firom  a  40-hour  program.  The  length  of  the  training  was  modified  primarily  to 
accommodate  the  nurses'  busy  schedules  and  was  sufBcient  to  have  an  impact  on  skills  in 
crisis  intervention  and  levels  of  interpersonal  self-efiBcacy.  However,  the  length  and 
intensity  of  the  training  was  not  powerfiil  enough  to  influence  the  nurses'  stress  levels.  A 
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longer  training  may  have  influenced  their  stress  levels  more.  The  posttest  assessment 
measures  were  completed  two  to  three  weeks  after  the  treatment  group  completed  the 
training.  This  may  not  have  been  suflBcient  time  for  the  nurses  to  practice  skills  and  to 
ultimately  detect  a  decrease  in  stress. 

Recommendations 

One  of  the  greatest  sources  of  job  stress  reported  by  nurses  is  dealing  with  patients 
in  emotional  distress.  Patients  also  have  reported  the  need  for  nurses  to  have  in^roved 
skills  in  this  area.  The  results  of  this  study  indicate  support  for  the  use  of  a  crisis 
intervention  training  program  to  help  increase  nurses'  skills  in  crisis  intervention  and 
perceived  self-eflBcacy  in  the  interpersonal  component  of  patient  care.  The  training 
program  presented  in  this  research  did  not  appear  to  impact  nurses'  stress  levels,  and  no 
relationship  between  perceived  self-eflBcacy  and  stress  was  found. 

In  future  studies,  to  help  reduce  the  possibility  of  initial  differences  between  the 
treatment  and  control  groups  in  crisis  intervention  skills,  it  is  recommended  that  pre-tests 
of  crisis  intervention  skill  be  administered  to  both  groups.  The  pre-test  could  consist  of 
video-taping  or  a  written  questionnaire  that  asks  nurses  to  choose  the  most  appropriate 
responses  to  various  statements  made  by  a  "patient  in  crisis."  The  questionnaire  also 
could  focus  on  assessing  basic  knowledge  in  the  field  of  crisis  and  suicide  intervention. 

Research  in  the  area  of  crisis  intervention  training  and  the  link  among  this  type  of 
training,  stress  and  self-efiBcacy  has  been  limited.  This  study  indicated  that  crisis 
intervention  training  may  have  some  positive  benefits  for  nurses.  However,  additional 
research  is  necessary  to  fully  explore  a  connection  between  crisis  intervention  training  and 
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stress  reduction  among  nurses.  Future  studies  in  this  area  may  produce  more  significant 
results  from  an  increased  sample  size  and  a  longer  and  more  intensive  training  program 
In  addition,  it  is  suggested  that  the  stress  assessment  and  the  video-taped  role  plays  be 
completed  on  different  days  to  avoid  the  possibility  of  increased  anxiety  interfering  with 
the  measurement  of  stress. 

The  StressMap  Self-Scoring  Questionnaire  is  a  valuable  tool  for  examining  many 
areas  of  stress.  However,  in  fiiture  studies  it  may  be  beneficial  to  narrow  the  focus  of  the 
assessment  to  "Signals  of  Distress."  The  signals  of  distress  discussed  in  the  StressMap 
include  physical  symptoms,  emotional  symptoms,  and  behavioral  symptoms.  These  are  the 
more  traditional  measures  of  stress  and  may  be  influenced  to  a  greater  degree  by  crisis 
intervention  training.  In  addition,  crisis  intervention  training  is  focused  on  helping  nurses 
respond  to  "emotional  distress"  and  specifically  may  assist  nursing  staff  in  feeling  more 
comfortable  when  providing  assistance  in  this  area. 

Another  interesting  area  of  study  related  to  nursing  stress  would  be  the  affect  of 
crisis  intervention  training  on  frequency  of  responding  to  co-worker  emotional  distress 
and  resulting  stress  reduction.  If  nurses  on  a  imit  are  trained  to  respond  to  emotional 
symptoms,  how  likely  are  they  to  offer  this  support  to  each  other?  What  impact  might  this 
have  on  their  stress  levels?  The  findings  of  such  a  study  would  greatly  enhance  the 
literature  on  the  topic  of  nursing  stress  and  could  have  additional  implications  for  nursing 
education. 

Another  recommendation  for  ftiture  research  is  to  examine  the  affect  of  this  crisis 
intervention  training  program  on  patient  satisfection.  Research  in  the  area  of  patient 
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satisfaction  has  loi^  indicated  the  need  for  nurses  to  have  improved  skills  in  responding  to 
patients  in  emotional  distress.  It  would  be  interesting  to  know  if  nurses  who  are  trained  in 
crisis  intervention  are  perceived  by  patients  as  more  compassionate  and  caring.  Would 
this  impact  patient  perception  of  the  nurses'  overall  effectiveness  and  skill  in  nursing? 
How  might  this  affect  recovery  time  and/or  length  of  hospital  stay?  Results  from  this  type 
of  research  would  be  of  interest  to  hospitals  and  nursing  education  programs  with  respect 
to  patient  satisfaction,  and  possibly  even  risk  management. 

Simimarv 

This  study  provided  empirical  support  for  the  use  of  the  crisis  intervention  training 
program  presented  to  help  increase  nurses'  skills  in  crisis  intervention  and  perceived  self- 
eflficacy  in  interpersonal  interactions  with  patients  and  co-workers.  This  specific  training 
program  was  not  found  to  affect  nurses'  stress  levels  significantly  and  no  relationship 
between  self-efScacy  and  stress  was  foimd.  It  was  concluded  that  these  results  have 
important  implications  for  the  health  care  profession  and  for  research  in  crisis  intervention, 
stress,  and  self-eflBcacy.  Limitations  encountered  in  this  study  and  specific 
recommendations  for  future  research  were  discussed. 
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OVERVIEW 

Crisis  Intervention  Training  for  Nurses  is  a  training  program  developed  directly  from  the 
Volimteer  Training  of  the  Alachiia  County  Crisis  Center  in  Gainesville,  Florida.  The 
Alachua  County  Crisis  Center  has  successfiilly  trained  hundreds  of  volimteers  as  crisis 
intervention  workers. 

Crisis  Intervention  Training  for  Nurses  teaches  nurses  the  basic  skills  necessary  to  respond 
to  patients,  families,  and  co-workers  who  may  be  in  crisis.  During  the  training  process, 
nurses  gain  knowledge  about,  develop  appropriate  attitudes  toward,  and  learn  skills 
necessary  in  basic  crisis  intervention  through  a  variety  of  methods.  These  methods  include 
lectures,  small  group  discussions,  role  plays,  individual  conferences  and  observation. 

Lectures 

Lectures  are  used  to  introduce  nurses  to  such  topics  as  crisis  theory,  suicide,  and 
community  resources.  Nurses  receive  handouts  which  supplement  lecture  material,  and 
the  topics  are  typically  discussed  further  in  small  groups. 

Small  Group  Discussions 

In  addition  to  supplementing  and  clarifying  lectures,  small  group  discussions  give  nurses 
the  opportunity  to  personalize  what  they  have  heard.  For  example,  a  lecture  on  crisis 
theory  is  followed  by  a  small  group  discussion  of  how  crisis  has  touched  nurses  as 
individuals,  the  methods  they  used  to  cope  with  it,  and  the  effectiveness  of  those  various 
coping  methods.  These  discussions  give  nurses  the  opportunity  to  comment  on  or  raise 
questions  about  any  part  of  the  training  process. 

Role  Plays 

Individuals  learning  crisis  intervention  skills  often  comment  that  role  plays  are  the  single 
most  effective  activity  in  the  training  process.  Role  plays  simulate  crisis  scenarios  which 
nurses  may  encounter  during  their  shifts.  The  trainer(s)  use  a  realistic  scenario  of  an 
individual  in  crisis  as  the  basis  for  the  role  play.  Either  a  nurse  trainee  or  a  trainer  may 
play  the  individual  in  crisis  (client).  With  a  four  session  training  program  it  is 
recommended  that  the  trainer  play  all  of  the  clients  in  the  role  plays  to  save  set  up  time. 
The  rest  of  the  group  observes  the  role  play,  noting  the  methods  used  by  the  nurse  and 
their  effects  on  the  client.  Following  each  role  play  the  client  and  the  nurse  helper  give 
each  other  feedback  about  their  interaction,  then  the  rest  of  the  group  provides  feedback. 
The  trainer(s)  will  also  provide  additional  follow  up  feedback. 


Training  Manual/Page  2 


81 


Individual  Conferences 

Individual  conferences  provide  the  opportunity  for  the  trainer  and  a  nurse  trainee  to 
discuss  the  particular  strengths  and  weaknesses  of  the  trainee,  and  allow  him/her  to  raise 
any  questions  that  may  not  be  appropriate  for  small  group  discussions.  Such  conferences 
are  scheduled  in  session  two  and  may  be  initiated  whenever  either  feels  one  is  needed. 

This  training  program  is  designed  to  develop  confidence  and  competence  in  nurses  so  that 
they  will  be  able  to  provide  basic  crisis  intervention  services  to  patients,  families,  and  co- 
workers. In  addition  nurses  are  given  information  about  community  resources  in  order  to 
provide  appropriate  follow  up  and  referral. 

Role  Plays  and  Feedback  for  Role  Plays 

The  following  are  a  variety  of  thoughts  on  setting  up  and  running  effective  role  plays. 
However  no  procedures  or  thoughts  presented  are  ultimate  truths  or  rules  to  be  followed 
without  flexibility. 

Thoughts  to  be  presented  before  role  play  begins 

Trainer(s)  should  begin  with  a  simple  explanation  of  what  will  occur  and  why  role  plays 
are  employed.  It  is  important  to  stress  that  these  mock  or  sunulated  situations  can  be  very 
effective  for  training  purposes  and  for  identifying  issues  and  methods  of  dealing  with 
actual  situations.  The  more  realistic  the  scenario,  the  more  legitimate  and  natural  the  role 
play  will  be  for  the  nurse  trainee  and  for  the  group  to  process.  Thus,  the  importance  of  the 
client  is  reinforced. 

General  rules  of  role  play 

Depending  on  the  scenario  the  nurse  helper  and  the  group  may  be  given  some  information 
as  to  the  "set  up"  of  the  scenario,  (e.g.  information  that  might  be  obtained  fi"om  reading  a 
chart  or  that  might  be  passed  along  from  a  previous  shift). 

Nurse  helper  and  client  are  seated  in  the  center  of  the  group. 

Other  group  members  are  quiet  throughout  the  role  play. 

The  client  begins  the  role  play. 

The  nurse  helper  responds. 
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The  role  play  continues  until  a  trainer  discontinues  it.  No  abandoning  ship  is  allowed. 
Setting  up  a  role  play 

If  a  nurse  trainee  plays  the  client  he/she  is  taken  out  of  the  room  for  coaching.  The  key  is 
to  get  the  nurse  trainee  to  a  point  where  he/she  is  sensitive  enough  to  the  character  to  be 
able  to  present  a  legitimate  client  to  the  nurse  helper.  Thus,  he/she  needs  to  experience 
the  feelings  of  the  situation  and  the  thoughts  and  data  of  the  client.  Especially  in  early  role 
plays,  it  may  be  necessary  for  the  trainer  to  model  the  character  to  be  portrayed.  That  is, 
express  the  feelings  to  be  felt,  with  appropriate  intensity,  while  giving  the  needed 
information  and  data  about  the  character.  If  there  are  specific  lines  or  phrases  that  the 
trainer  would  like  said,  make  these  clear.  Make  the  nurse  trainee/client  aware  of  any 
stumbling  blocks  that  typically  develop  in  calls.  Predict  for  him/her  how  he/she  will  react 
if  the  nurse  helper  responds  one  way  or  another.  For  example,  if  the  nurse  helper  ignores 
his/her  feelings  of  anger  toward  his/her  spouse,  then  he/she  will  become  angry  with  the 
nurse  helper.  If  the  nurse  helper  asks  about  suicide,  he/she  will  immediately  break  down 
and  express  that  finally  someone  imderstands,  etc. 

Certainly  it  is  important  to  allow  the  nurse  trainee/client  the  opportunity  to  suggest  how 
he/she  will  feel  in  the  upcoming  role  play,  but  do  not  expect  him/her  to  be  as  sophisticated 
as  trainers  might  want.  Be  siu"e  to  check  that  the  niirse  trainee/client  remembers  pertinent 
information  and  feelings  before  sending  him/her  in  for  the  role  play.  Also,  watch  out  for 
any  conversation  that  indicates  that  a  nurse  trainee/client  will  stray  from  the  described 
situation.  Remind  the  nurse  trainee/client  not  to  immediately  blurt  out  every  bit  of 
information  and  feeling  imless  this  is  appropriate. 

When  a  nurse  trainee/client  says  he/she  cannot  do  a  certain  role  play  or  appears  reluctant, 
check  this  out  fiirther.  If  there  are  valid  reasons,  then  the  trainer  may  wish  to  change  the 
role  play.  Otherwise,  the  trainer  may  spend  a  few  extra  minutes  to  help  the  person 
discover  and  deal  with  the  anxiety  that  is  blocking  him/her.  As  always,  the  good  judgment 
of  the  Trainer(s)  is  the  best  guide. 

Feedback 

Training  is  a  means  of  introducing  nurse  trainees  to  the  idea  of  regular  constructive  and 
supportive  feedback  which  is  important  in  any  system.  Risks  which  nurse  trainees  are 
asked  to  take  in  the  face  of  evaluation  serve  as  a  model  for  risks  which  nurses  may  need  to 
take  in  reaching  out  to  a  patient  or  coworker  in  need  of  support. 

General  Structure  of  Role  Play  Feedback:  After  the  role  play  is  stopped  by  a  trainer,  the 
client  typically  begins  feedback  to  the  nurse  trainee,  followed  by  the  nurse  trainee,  the 
group,  and  follow  up  feedback  by  the  trainer(s). 
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Feedback  from  the  nurse  trainee 

Once  again,  the  trainer(s)  niay  need  to  help  the  nurse  helper  focus  their  feedback  on 
specific  issues.  Questions  asked  of  the  nurse  helper  are  comparable  to  those  asked  of  the 
nurse  trainee/client.  In  addition,  the  trainer(s)  may  wish  to  ask  such  things  as:  How  did  it 
feel  when  you  were  silent?  Where  would  you  have  gone  fi-om  here  (the  rest  of  the 
scenario  and  action  plan)?;  After  the  nurse  helper  has  given  his/her  feedback,  he/she 
should  sit  back  and  hear  the  group  and  trainer(s)  feedback. 

Feedback  from  the  group 

The  method  here  can  be  varied  (around  the  circle,  random,  alphabetical,  or  whatever),  but 
everyone  should  give  feedback  to  the  nurse  helper.  No  one  should  get  away  with  "no 
thoughts",  or  "It's  already  been  said".  Trainers  should  encourage  people  to  give  their 
thoughts.  It  is  important  to  let  each  person  know  how  important  his/her  feedback  is.  The 

simplest  model  of  feedback  is,  "If  I  had  been  the  client,  I  would  have  felt/thought  

when  the  nurse  helper  said  ."  This  model  forces  the  group  members  to  direct  the 

feedback  toward  what  occurred  and  not  what  might  have  occurred. 

Traditionally  each  group  member  is  asked  to  give  one  piece  of  "positive"  and  one  piece  of 
"constructive"  feedback  for  each  role  play.  Of  course,  feedback  is  not  inherently  positive 
or  negative  in  nature;  it  is  honest  impressions  of  the  role  play.  Nonetheless,  experience 
has  shown  that  structuring  feedback  in  this  balanced  manner  helps  groups  to  understand, 
accept,  and  thrive  in  the  feedback  process.  A  point  that  is  emphasized  and  which  may 
need  to  be  repeated,  is  that  constructive  feedback  is  not  a  "slam"  to  a  fellow  group 
member.  Even  if  a  role  playing  nurse  helper  exceeds  all  the  expectations  for  a  session, 
constructive  feedback  gives  the  group  a  "road  map"  of  skills  to  be  learned  or  improved  in 
later  training  sessions. 

Key  points  in  group  feedback: 

1 .  Feedback  is  directed  toward  the  nurse  helper. 

2.  The  group  is  to  deal  with  what  happened,  not  with  what  might  have  happened. 

3.  The  group  members  should  make  statements,  not  ask  questions. 

4.  When  feedback  is  one-sided  (all  positive  or  negative),  it  is  wise  to  dig  a  little  to  be 
aware  of  the  other  side  of  the  call. 
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5.  Do  not  let  group  members  get  away  with  the  type  of  feedback  that  says,  "That  was 
great",  or  "That  was  terrible".  Require  more  specific  comments:  What  was  great  or 
terrible? 

6.  When  a  group  member  asks  a  valid  question  during  feedback,  ask  him/her  to  hold  it 
until  after  all  feedback  is  given.  At  that  time  it  is  often  legitimate  to  discuss  general 
questions  and  issues  with  the  entire  group.  That  is,  if  some  new  or  novel  procedures 
might  have  been  touched  on,  it  is  good  to  discuss  them  and  the  ramifications.  This  is  done 
after  all  feedback  is  given. 

Problem  feedback 

Abusive  feedback.  Group  members  who  are  consistently  negative  and  abusive  in  their 
feedback  must  be  controlled.  It  may  be  necessary  to  help  such  individuals  redirect  their 
feedback  and  identify  the  positive  qualities  of  a  call.  If  the  feedback  is  accurate  but  still 
abusive  in  its  presentation,  reword  the  feedback  in  a  way  that  can  be  "heard"  by  the  nurse 
helper. 

Overly  verbal  feedback.  Thank  the  person  and  move  on.  Call  on  such  individuals  first, 
or  last,  or  ask  them  to  identify  a  single  most  important  factor. 

Non-verbal,  under-verbal  feedback.  Support,  clarify  and  elaborate  the  member's 
thoughts.  Set  him/her  up  with  feedback  points.  For  instance,  "Joe  how  did  you  feel  when 
Mary  mentioned  fear  of  dying  to  the  client"? 

Feedback  from  the  trainer(s) 

The  trainer's  feedback  is  vital  in  two  ways.  First,  this  feedback  may  make  the  difference 
between  a  nurse  helper  with  excellent  skills  and  one  who  never  seems  to  catch  on.  The 
point  here  is  that  feedback  is  less  valuable  if  it  cannot  be  heard.  That  is,  no  matter  how 
accurate,  vital  and  insightfiil  the  feedback  is,  if  the  nurse  helper  is  unable  to  accept, 
understand,  and  deal  with  it,  then  the  feedback  can  only  help  other  group  members.  Thus 
a  nurse  helper  must  understand  what  he/she  is  doing  wrong,  accept  it,  and  understand  how 
he/she  can  do  it  differently.  Also,  it  must  be  done  in  manageable  doses.  HopefiiUy,  as  the 
group  progresses  through  training,  feedback  can  become  more  and  more  fine  tuned. 

Second,  trainer  feedback  is  a  model  for  the  group  members  to  follow.  If  the  process 
works,  not  only  will  group  members  become  more  sophisticated  and  appropriate  in  their 
feedback  as  training  progresses,  but  they  will  also  become  more  sensitive  and  skilled  in 
using  effective  crisis  intervention  techniques,  philosophy  and  thought  processes.  This  will 
effect  not  only  their  feedback  but  also  for  their  fiiture  work  with  individuals  in  crisis. 
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The  following  questions  are  suggested  to  help  evaluate  the  role  play: 

How  did  the  nurse  helper  handle  silence? 

How  did  the  nurse  helper  handle  direct  questions? 

What  was  the  nurse  helper's  reaction  to  hostility? 

Did  the  nurse  helper  seek  to  understand  and  reflect  the  clients  feelings,  words  and  ideas, 
rather  than  interpret  their  motivations  and  inadequacies? 

Which  feelings  were  reflected? 

Was  empathy,  warmth,  genuineness  and  a  non-judgmental  attitude  apparent  in  the  nurse 
helper? 

When  did  the  client  seem  to  begin  to  trust  the  nurse  helper? 

Was  the  nurse  helper  open  to  clarification  about  the  client's  perceptions? 

When  appropriate,  did  the  nurse  helper  seek  to  clarify  misunderstandings? 

Did  the  nurse  helper  encourage  and  support  the  client  in  his/her  abilities  rather  than 
conveying  doubts  about  the  client's  ability  to  cope  with  diflBculties? 

Did  the  nurse  helper  help  the  client  to  focus  on  problems?  How? 

Did  the  nurse  helper  attempt  to  give  advice  or  problem-solve  by  other  means?  Were 
alternatives  discussed?  Was  this  done  at  an  appropriate  time  in  the  role  play? 

The  following  are  additional  issues  to  be  considered  in  role  play  feedback: 

Did  the  role  play  participants  understand  the  role  play  set  up? 

Did  the  nurse  trainee/client  get  any  feedback  on  playing  the  role  with  appropriate 
emotion? 

Are  group  members  aware  that  they  can  request  an  individual  conference  at  any  time? 
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SESSION  ONE 
INTRODUCTION  TO  CRISIS/TRAINING 

Session  One  Training  Schedule 

I.  Introductions 

n.  Crisis  Theory  Lecture 

in.  Personalizing  Crisis  Exercise 

rV.  Modes  of  Response  and  Sample  Role  Play 

V.  Introduce  role  play  procedures 

VI.  Paraphrasing. 

A.  Brief  discussion 

B.  Paraphrasing  exercise 

Vn.  Role  plays 
Goals 

This  first  session  of  training  has  four  critical  goals: 

I.  To  acquaint  nurse  trainees  with  the  training  program  philosophy  and  structure. 

II.  To  immerse  nurse  trainees  in  the  training  model,  both  its  didactic  and  experiential 
components. 

in.  To  identify  for  nurse  trainees  how  their  own  acquired  listening  and  helping  skills  may 
be  improved,  and  some  preliminary  awareness  of  what  direction  this  might  take. 

IV.  To  offer  trainers  an  opportunity  to  begin  the  process  of  identifying  individual  and 
group  dynamics  which  will  indicate  the  strengths  and  weaknesses  that  must  be  dealt  with 
in  both  individuals  and  groups  over  the  rest  of  the  training  period. 
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Lecture  Outline 

I.  Crisis  can  be: 

A.  Loss  or  danger  of  loss  of  a  course  of  satisfaction,  of  a  basic  need  or  a  loved  one. 

B.  A  challenge  that  taxes  one's  capabilities. 

C.  An  event  plus  the  individual  perception  of  the  event. 

D.  "Balance  Beam"  model  of  pressures  and  assets. 

IL  Definition  of  crisis  including  cognitive,  affective,  and  behavioral  states  typically  noted. 

in.  Explanation  of  crisis  as  a  normal  event.  People  in  crisis: 

A.  Have  tried  previous  coping  behaviors  but  nothing  works. 

B.  Feel  overwhelmed,  anxious,  depressed,  fi^strated. 

C.  Will  resolve  the  crisis  after  a  few  weeks  by  one  method  or  another. 

D.  Are  open  to  help  and  to  change. 

rV.  A  "danger  and  an  opportimity" 

A.  The  four  courses  of  crisis  resolution. 

1 .  Acquiring  new  coping  skills. 

2.  Using  existing  coping  skills. 

3.  Regressing  to  a  "primitive"  or  reduced  level  of  fimctioning. 

4.  Attempting/committing  suicide. 

B.  Why  crisis  intervention  is  important. 

Personalizing  Crisis  Exercise 

During  this  time  the  trainer(s)  fecilitate  a  discussion  that  has  the  following  conponents: 
how  crises  occur  in  everyone's  life;  how  crisis  challenges  one's  coping  skills,  pushes  one 
beyond  his/her  usual  tolerance.  The  actual  format  for  the  discussion  is  to  have  nurse 
trainees  identify  a  recent  crisis  in  their  lives  and  to  take  a  minute  to  think  about  their 
feelings  during  that  time.  Trainers  should  make  clear  that  the  discussion  is  to  focus  on 
feelings  about  the  crisis  and  should  not  include  actual  details  of  the  crisis.  Major  concepts 
to  be  discussed  will  include  (1)  feelings  during  crisis,  (2)  behavior  during  crisis,  (2)  what 
they  wanted  from  others  during  crisis  (4)  what  helped  and  what  hurt  their  dealing  with 
crisis  and  (5)  their  attitudes  toward  using  a  counselor  (objective  outsider)  during  a  crisis 
state.  Trainers  should  reinforce  responses  which  are  close  to  crisis  intervention 
philosophy,  while  also  expanding  upon  the  differences  between  effective  and  ineffective 
modes  of  response.  Nurse  trainees  should  understand  that  the  purpose  of  training  is  to 
learn  how  to  effectively  help  others.  The  personalizing  crisis  discussion  is  generally 
wrapped  up  with  a  brief  summary  of  what  works  and  why. 
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Modes  of  Response  Lecture  and  Sample  Role  Play 

A  final  recap  of  the  various  modes  of  response  will  be  presented.  A  sample  role  play  will 
be  done  with  a  trainer  as  the  helper.  If  there  is  more  than  one  trainer  the  other  trainer 
should  play  the  client  ~  otherwise  a  niu-se  trainee  may  be  set  up  as  the  client. 

Lecture  Outline 

L  Crisis  Intervention. 

A.  Type  of  help  is  directly  related  to  the  type  of  resolution  of  crisis. 

B.  Intervention  should  be  immediate,  close  to  the  crisis,  with  positive  regard. 

II.  Modes  of  Response 

A.  ADVICE:  to  judge  (good/bad,  right/wrong),  tell  people  what  to  do. 

EFFECT:  places  one  person  above  the  other  ("I  know  better  than  you"), 
puts  helpee  on  the  defensive,  focuses  on  the  advice  giver. 

B.  INTERPRETATION:  to  teach,  explain,  tell  what  the  problem  means. 

EFFECT:  gives  information,  intellectualizes,  shuts  down  sharing,  shifts 
focus  to  interpreter. 

C.  SUPPORT:  to  give  premature  reassurance,  minimize  feelings. 

EFFECT:  makes  person  feel  more  alone,  makes  caller  not  feel  completely 
understood,  minimizes  feelings,  shifts  focus  to  feelings  of  helper/supporter. 

D.  PROBING:  to  seek  information,  tells  person  what  to  talk  about. 

EFFECT:  gets  information,  limits  areas  of  conversation,  focuses  on  what 
the  helper  wants  to  hear. 

E.  PARAPHRASE:  to  check  if  helper  understands  the  message,  clarify  problems. 

EFFECT:  encourages  person  to  go  on,  explores  feelings,  communicates 
acceptance  and  concern. 

III.  Sample  Role  Play:  this  is  an  opportunity  for  nurse  trainees  to  observe  crisis 
intervention  techniques  being  used  with  a  client. 

Trainee  Expectations 

Every  small  group  session  should  begin  with  the  trainer(s)  reading  the  expectations  fi-om 
the  nurse  trainee's  "Training  Feedback  Form." 

Introduction  of  Role  Play  Procedures 

It  will  be  necessary  to  explain  the  roles  of  client,  nurse  helper  and  group  feedback  in  the 
role  play  process.  In  the  first  section  of  this  manual  there  is  a  complete  section  covering 
Role  Play  and  Feedback  Guidelines.  Trainers  should  review  that  material  and  use  it  as  a 
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guide.  Make  sure  all  nurse  trainees  understand  the  format  and  logic  to  minimize  problems 
in  the  future. 

Paraphrasing 

Discussion 

Trainers  will  lead  a  brief  discussion  of  paraphrasing,  specifically  introducing  the  mechanics 
of  paraphrasing.  Trainers  should  answer  some  questions  at  this  time,  but  the  discussion 
should  not  be  drawn  out  excessively.  Nurse  trainees  have  been  asked  in  the  introductory 
lecture  to  "suspend  disbelief  and  "risk  trying  what  we  ask  you."  Trainers  can  explain  that 
it  is  understandable  for  nurse  trainees  to  have  many  questions  on  the  first  day.  However, 
we  are  asking  them  to  hold  onto  remaining  questions  and  focus  on  this  one  critical  element 
of  our  model.  The  experience  of  paraphrasing  will  answer  many  questions  that  endless 
discussion  can  not.  The  remaining  answers  will  unfold  through  successive  sessions.  (Nurse 
trainees  should  also  know  they  may  stay  after  any  session  to  ask  additional  questions.) 

Following  this  discussion,  trainers  should  lead  nurse  trainees  through  a  Paraphrasing 
Exercise.  The  exercise  allows  every  nurse  trainee  to  experience  paraphrasing  successfiilly 
at  least  once  before  jumping  into  an  actual  role  play  as  nurse  helper.  The  trainer  can 
accomplish  the  exercise  in  a  number  of  ways.  The  trainer  can  portray  one  client  and  give 
statements  which  the  nurse  trainees  can  paraphrase  in  turn  or  the  trainer  can  give  separate 
statements  to  each  nurse  trainee.  Any  trainee  who  struggles  with  the  exercise  should  be 
given  additional  opportunity  in  the  exercise. 

Paraphrasing  exercise 

I  can't  believe  she  did  that  to  me. 
I  don't  know  what  I  should  do  now. 
It's  my  fault  that  he  got  so  sick. 

I  always  have  to  do  everything  by  myself,  since  my  husband  has  been  so  sick. 

No  matter  what  I  do,  nothing  changes. 

He  just  left  me  standing  there. 

Everybody  was  looking  at  me.  It  was  awfiil. 

My  mom  just  keeps  sticking  her  nose  in  my  business. 

I  don't  Uke  the  way  he  treats  me. 

It  went  a  lot  better  than  I  thought  it  would. 
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She  had  no  right  to  tell  my  mother. 

I'm  not  sure  what  I  should  do  about  this. 

I'm  to  blame  for  the  whole  incident. 

I  wish  I  had  more  family  to  talk  to  about  this. 

It's  the  same  old  thing,  day  after  day. 

I  can't  believe  she  told  all  of  my  friends. 

Everyone  looks  at  me  now  when  I  go  out  in  public. 

I  don't  want  him  in  the  house.  He  may  hurt  me. 

I  can't  seem  to  get  motivated  to  do  anything. 

He's  not  my  father.  He  can't  tell  me  what  to  do. 

I  can't  believe  my  wife  wants  a  divorce. 

I  don't  know  how  to  tell  my  parents  that  I  have  AIDS. 

Session  one  role  plays 

Traditionally,  trainers  have  asked  nurse  trainees  to  paraphrase  only  emotions  during  their 
first  role  plays  as  nurse  helper.  Some  trainers  specifically  ask  nurse  trainees  to  limit  each 
paraphrase  to  one  emotional  word.  It  may  be  helpfiil  at  this  time  to  clarify  that  they  will 
be  able  to  ask  some  questions  and  make  more  elaborate  paraphrases,  including  content 
paraphrasing  during  later  role  plays.  They  should  understand  the  limitations  on  the  first 
role  play  are  not  permanent,  but  for  the  sake  of  focus  at  this  early  stage. 

Scenarios  for  the  first  role  plays  will  deal  with  non-life  threatening  situations.  For  the  first 
role  plays  the  length  should  be  kept  to  a  minimum  (approximately  five  to  ten  minutes). 
Effort  should  be  made  to  allow  all  group  members  at  least  one  opportunity  to  be  nurse 
helper.  Obviously,  the  importance  of  group  members  seeing  at  least  one  successfiil  role 
play,  in  which  the  power  of  paraphrasing  is  experienced,  cannot  be  understated. 

Individual  conferences 

Trainers  should  save  enough  time  at  the  end  of  the  session  to  have  a  very  brief  individual 
conference  with  each  group  member.  When  all  is  going  well  in  the  group  it  may  be 
possible  to  handle  the  conference  v^th  the  entire  group  rather  than  individually. 
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Trainee  Objectives  -  Session  One 
Skills: 

—  be  open  about  oneself  in  one's  own  terms 

—  begin  to  understand  the  concept  of  crisis 

—  be  able  to  personalize  the  theory  of  crisis 

—  attempt  paraphrasing 

—  attempt  empathy  warmth  and  genuineness 

Knowledge: 

—  the  concepts,  limits,  and  impact  of  crisis  in  a  person's  life 

—  the  methods  and  consequences  of  crisis  resolution 

—  the  variety  of  situations  which  may  precipitate  crisis 

—  the  variety  of  ways  persons  respond  to  crisis 

—  the  initial  stages  of  building  rapport 

—  the  importance  of  empathy 

—  the  various  types  of  feedback  and  the  importance  of  feedback  in  the  learning  process 
Attitudes:  an  awareness  of 

—  others  being  of  value  and  interesting  to  get  to  know 

—  the  value  of  crisis  intervention  as  a  model  of  helping 

—  the  need  to  understand  oneself 

—  the  differences  and  commonalities  of  people's  reactions  to  crisis 

—  the  danger  and  opportimity  presented  to  persons  in  crisis 

—  the  power  of  nurses  to  help  others 
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SESSION  TWO 
HELPING  RELATIONSHIPS 

Session  Two  Training  Schedule 

I.  Lectoe  on  helping  relationships 

II.  Small  group  activities 

Lecture  Outline 

I.  The  need  to  match  emotional  intensity,  to  build  rapport  and  trust. 

A.  Empathy,  warmth  and  genuineness. 

B.  The  well  theory 

C.  The  layer  theory 

II.  Outline  of  steps  in  crisis  intervention 

III.  Taboo  Issues 
Key  points  in  lecture 

Empathy  vs.  sympathy.  As  defined  in  this  context,  sympathy  is  basically  feeling  sorry 
for  someone  and  identifying  the  client's  situation  as  one's  own.  A  key  thought  against  the 
use  of  sympathy  is  noting  how  one  feels  when  someone  is  sympathetic  toward  him/her. 
Sympathy  is  demeaning.  Sympathy  is  felt  for  someone  who  is  "worse  off  than  we  are". 
Empathy  is  the  ability  to  imderstand  what  the  other  person  is  experiencing.  It  does  not 
have  the"one  upmanship"  or  judgmental  quality  of  sympathy.  Empathy  is  objective, 
synqjathy  is  subjective.  Empathy  is  one's  experience  or  perception  of  someone  else's 
situation  through  their  eyes. 

Well  theory.  A  simple,  graphic  concept  identifying  why  many  interactions  may  tend  to 
circle  or  not  progress  in  any  discernible  fashion.  The  theory  offers  the  thought  that  the 
client,  like  a  person  in  a  weU,  feels  isolated.  The  belief  that  no  one  is  capable  of 
experiencing  his/her  fears,  pain,  loneliness,  etc.,  may  be  exacerbated  when  he/she  speaks 
with  someone  who  merely  leans  over  the  edge  of  the  well.  Being  carefiil  to  separate 
empathy  fi-om  sympathy,  the  model  suggests  that  the  nurse  helper  must  be  willing  to  let 
the  client  understand  how  "deep"  he/she  is  in  the  "well".  The  major  premise  is  that  only  by 
having  someone  willing  to  risk  expressing  the  depth  of  feelings  experienced  by  the  caller, 
will  the  caller  feel  understood  and  supported  enough  to  potentially  deal  with  those  feelings 
and  be  able  to  move  on  to  other  feelings  or  actions.  This  theory  focuses  directly  on  using 
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powerful  feeling  words  in  paraphrases  and  avoiding  any  phrases  that  diminish  the  intensity 
of  feelings. 

Layer  model  of  emotions.  Numerous  emotions  are  present  in  a  single  client.  This  model 
asks  a  nurse  helper  to  be  aware  of  which  emotion(s)  may  be  most  overwhelming  or  critical 
to  a  client  at  any  given  point.  If  this  feeling  is  not  identified  and  acknowledged,  it  can  be 
predicted  that  the  client  will  be  unable  to  deal  effectively  with  any  other  feelings.  The 
layer  concept  states  that  imderlying  emotions  will  more  fully  sur&ce  and  be  dealt  with  only 
after  the  surface  layers  of  emotions  are  expressed  and  responded  to. 

Steps  in  crisis  intervention.  The  following  steps  will  be  illuminated  in  the  session  three 
lecture: 

1 .  Establish  rapport  and  maintain  contact. 

2.  Identify  and  clarify  focal  problem. 

3.  Evaluate  danger. 

4.  Assess  client's  strengths  and  resources. 

5.  Mobilize  resources. 

Group  Activities  -  Session  Two 
Schedule 

I.  Read  expectations  on  nurse  trainees'  feedback  fonn. 
n.  Brief  discussion  of  nurse  trainees'  questions  fi-om  lecture, 
ni.  Clarify  expectations  for  paraphrasing  in  session  two. 
rV.  Optional  paraphrasing  exercise 
V.  Role  plays. 

Trainee  expectations 

Every  small  group  session  should  begin  with  the  trainers  reading  the  expectations  from  the 
nurse  trainee's  "Training  Feedback  Form." 

Brief  discussion  of  trainees'  questions 

Any  training  lecture  will  be  followed  by  an  opportunity  for  discussion  and  questions. 
Trainers  work  to  balance  an  open  presentation  style  with  an  understanding  that  coimtless 
questions  detract  from  the  experiential  learning  in  role  plays. 
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Clarify  expectations  for  paraphrasing  in  session  two 

In  Session  One,  trainers  direct  nurse  trainees  to  limit  their  paraphrasing  to  emotions.  Some 
trainers  specify  further  that  nurse  trainees  limit  each  paraphrase  to  one  emotional  word. 
Typically,  some  type  of  limitation  continues  in  Session  Two  until  all  nurse  trainees  have 
been  a  nurse  helper  in  one  role  play.  At  this  point,  trainers  allow  a  broader  range  of 
paraphrasing  (including  content  paraphrases)  while  retaining  a  primary  focus  on  emotional 
paraphrases.  It  therefore  becomes  important  in  Session  Two  for  trainers  to  clarify 
specifically  what  they  expect  and  when,  including  at  what  point  content  paraphrases  are 
acceptable. 

Optional  paraphrasing  exercise 

Trainers  may  want  to  offer  the  group  another  chance  with  the  paraphrasing  exercise  fi-om 
Session  One. 

Session  two  role  plays 

The  trainers  should  be  sure  to  give  every  member  who  was  not  a  nurse  helper  in  Session 
One  a  chance  to  be  one.  Session  Two  has  much  the  same  goals  as  Session  One.  Primarily, 
this  is  an  opportunity  for  members  to  begin  to  feel  more  comfortable  with  the  style  of 
training,  their  peers,  and  paraphrasing. 

Tonight  trainees  will  focus  almost  completely  on  relationship  building.  The  relationship 
issue  will  be  a  clear  focus  tonight.  Trainers  should  help  nurse  trainees  realize  that  all 
clients  need  to  be  treated  with  respect  and  concern,  realizing  that  they  have  needs  to  which 
we  can  respond. 

Trainers  will  want  to  support  and  reinforce  nurse  trainees  who  are  off  to  a  shaky  start. 
Attempt  to  structure  success  experiences  so  that  nervous  trainees  can  begin  to  relax  and 
become  more  effective.  Help  trainees  begin  to  identify  themselves  as  competent  helpers 
who  have  something  important  and  necessary  to  offer  each  client.  They  need  to  begin  to 
believe  they  will  be  able  to  learn  the  skills  necessary  to  intervene  in  a  crisis.  After  tonight's 
lecture  trainees  should  have  some  appreciation  for  paraphrasing  as  a  usefiil  tool  for  (1) 
providing  relief,  (2)  helping  the  client  to  clarify  and  understand  his  or  her  own  emotional 
reaction  in  the  crisis,  and  (3)  helping  the  client  believe  that  the  nurse  helper  likewise 
understands  and  can  be  trusted. 
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Trainer  feedback 

In  feedback  tonight,  nurse  trainees  may  benefit  fi"oni  connections  drawn  between  their 
work  and  the  lecture.  Nurse  trainees  were  introduced  to  the  need  to  match  emotional 
intensity,  in  order  to  build  rapport  and  trust.  Key  areas  of  focus  were  "empathy  vs. 
syn^jathy,"  the  "well"  theory,  and  the  "layer"  theory.  Nurse  trainees  were  also  informed 
of  the  need  to  acknowledge  those  issues  which  are  often  considered  "taboo"  in  our 
society. 

Help  nurse  trainees  identify  what  a  client's  issues  are  and  what  might  happen  in  the 
situation. 

Trainers  encourage  nurse  trainees  to  continue  the  use  of  brief  emotional  paraphrases, 
while  beginning  to  define  other  work  that  will  be  done  later. 

Identify  the  use  of  summaries  and  paraphrase  summaries. 

Identify  silences  and  their  benefits  to  role  plays  when  appropriate. 

Note  to  nurse  trainees  when  "common  sense"  worked,  when  it  did  not,  and  when  it  should 
have  been  used. 

Assist  group  members  in  appropriately  using  paraphrases  of  negative  feelings  ("I  hate 
myself',  etc.),  as  well  as  more  neutral  or  positive  feelings. 

Point  out  clearly  judgmental  statements,  argumentative  statements,  inappropriate  advice, 
leading  questions  and  general  lack  of  listening. 

Continue  to  reinforce  group  members  to  offer  appropriate  feedback. 

Note  group  dynamics  and  any  problems  that  trainers  may  be  facing.  If  a  group  member  is 
not  involved,  this  is  a  good  time  to  do  something  about  it.  This  may  be  a  private 
discussion. 
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Trainee  Objectives;  Session  Two 
Skills: 

—  demonstrate  deeper  listening  skills 

—  acknowledge  deeper  emotions 

—  acknowledge  taboo  issues  when  appropriate 

Knowledge: 

—  learn  the  difference  between  empathy  and  sympathy 

—  understand  the  fact  that  paraphrasing  is  one  of  the  most  powerfiil  modes  of  response 

in  crisis  intervention 

—  understand  the  integration  of  warmth,  genuineness,  and  empathy 

—  learn  about  hidden  crises  -  when  to  probe 

Attitudes: 

—  life  as  worth  living  and  worth  responding  to 

—  the  fact  that  crisis  intervention  is  real  and  important 

—  the  need  for  an  empathic  and  non-judgmental  attitude  toward  clients 

—  the  value  of  paraphrasing 

—  the  need  for  a  good  emotional  vocabulary 

—  the  necessity  to  really  listen  and  respond  appropriately 

—  the  value  of  being  non-judgmental 

—  the  limits  of  advice  giving 

—  the  feet  that  it  is  important  to  help  clients  help  themselves 

—  the  value  in  reaching  for  the  strength  in  clients  rather  than  their  weaknesses 

—  the  value  of  unconditional  acceptance 


Training  Manual/Page  18 


97 


SESSION  THREE 
CRISIS  INTERVENTION 

Session  Three  Training  Schedule 

I.  Lecture  on  crisis  intervention 

II.  Small  group  activities 

Sessions  Three  and  Four  will  be  intense,  draining,  critical  and  productive  for  both  trainers 
and  trainees.  By  this  point,  the  basic  concepts  of  the  training  program's  philosophy  and 
approach  to  people  has  been  presented  and  every  group  should  be  experiencing  the 
"growing  pains"  of  working  effectively  within  the  model. 

Lecture  Outline 

The  Crisis  Intervention  lecture  will  review  crisis  theory  and  introduce  the  material  that 
follows: 

I.  Crisis  Intervention  Model. 

A.  Establish  rapport  and  maintain  contact. 

B.  Identify  and  clarify  focal  problem. 

C.  Evaluate  danger. 

D.  Assess  client's  strengths  and  resources. 

E.  Mobilize  resources. 

II.  Principals  of  crisis  intervention 

A.  Effective  helpers  use: 

1 .  Facilitative  listening  skills. 

2.  Authority,  activity  and  significant  others. 

B.  Suggestions  for  responding: 

1 .  Focus  on  the  crisis  as  the  client  views  it. 

2.  Avoid  felse  reassurance. 

3.  Do  not  encourage  blame. 

4.  Formulate  actions  plans  that  are  short  term  and  behaviorally  oriented. 

5.  Clearly  inform  client  what  is  going  to  happen  next. 
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Group  Activities  -  Session  Three 
Schedule 

I.  Read  expectations  on  nurse  trainees'  feedback  form. 

n.  Brief  discussion 

III.  Role  plays. 

rV.  Individual  conferences. 

Brief  discussion 

While  discussing  any  questions  following  the  lecture  and  other  questions  related  to  the 
training  process. 

Session  three  role  plays  and  trainer  feedback 

The  following  are  issues  to  consider  when  giving  feedback  to  trainees: 

Traps  in  tonight's  role  plays.  Frequent  problems  in  tonight's  calls  include: 
-inability  of  client  (when  nurse  trainee  is  set  up  as  client)  to  experience  the  emotional 
power  expected  in  role  plays. 

-Nurse  helper  becoming  judgmental,  not  accepting  the  client's  problems  or  feelings, 
-Nurse  helper  lecturing  client  on  misconceptions  or  on  the  inappropriateness  of  feelings, 
-circling  dialogue  because  the  nurse  helper  avoids  emotions  or  intensity  of  emotions. 

Feeling  vocabulary.  Nurse  helpers  will  need  to  use  a  varied,  intense  emotional 
vocabulary  to  deal  effectively  with  clients.  What  feeling  words  would  have  helped  move 
the  discussion? 

Trainer  flexibility  -  If  the  nurse  helper  did  a  good  job  without  following  traditional 
methods,  can  the  trainer  still  be  positive  in  feedback?  Can  he/she  support  any  method  or 
approach  that  works?  Was  the  nurse  helper  able  to  build  rapport? 

Signiflcant  others  -  During  feedback  tonight,  begin  suggesting  to  nurse  helpers  the  value 
of  identifying  and  using  significant  others  (s/o's). 

Support.  At  this  point  in  training,  it  is  important  to  be  aware  of  those  nurse  trainees  who 
may  be  struggling  and  anxious  about  their  abilities.  Trainers  should  be  especially  sensitive 
at  this  point.  About  now  nurse  trainees  are  becoming  sophisticated  enough  to  know  when 
they  have  not  handled  a  situation  appropriately.  Trainers  should  not  let  a  nurse  trainee 
ruminate  unnecessarily  on  their  mistakes. 
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Individual  conferences 

Trainers  should  save  enough  time  at  the  end  of  the  session  to  have  a  very  brief  individual 
conference  with  each  group  member.  When  all  is  going  well  in  the  group  it  may  be 
possible  to  handle  the  conference  with  the  entire  group  rather  than  individually. 

Trainee  Objectives;  Session  Three 

Skills: 

—  feel  more  comfortable  with  paraphrasing 

—  give  group  feedback 

—  secure  communication 

Knowledge: 

—  leam  crisis  intervention  theory  and  method 

—  leam  nurse's  role  in  crisis  intervention 

Attitudes: 

—  people  in  crisis  are  not  sick  or  mentally  ill 

—  crisis  is  a  loss  of  options 

—  crisis  is  a  time  of  opportunity  and  danger 

—  crisis  is  a  subjective  reality 

—  talking  and  being  listened  to  is  of  value 

—  Volunteers  can  help  in  crisis  situations 

—  it  does  not  hurt  to  experience  moderate  levels  of  risk  taking 

—  one's  own  feeling  can  affect  how  one  helps  others 

—  everyone  goes  through  crisis 
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SESSION  FOUR 
SUICIDE  THEORY 

Session  Four  Training  Schedule 

I.  Lecture: 

U.  Small  Group  Activities 
Lecture  On  Suicide 

Tonight's  session  focuses  upon  suicide  and  the  procedures  and  issues  surrounding  it.  The 
lecture  includes  general  information  and  statistics  about  suicide,  history  and  societal 
approach  to  suicide,  characteristics  and  patterns  of  suicide,  and  suicide  prevention 
(philosophy  and  techniques).  Nurse  trainees  will  also  be  given  information  about 
community  resources  for  suicidal  individuals. 

Lecture  Outline 

I.  Introduction  to  the  incidence  of  suicide:  rates,  statistics,  and  comparisons, 
n.  Myths 

A.  The  myths  of  suicide. 

B.  The  myths  of  other  taboo  subjects, 
in.  History  of  suicide. 

IV.  Characteristics,  patterns,  and  indications  of  suicide. 

A.  Unbearable  psychological  pain. 

B.  Perturbation 

C.  Age  and  sex. 

D.  Ambivalence 

E.  Precipitating  event,  loss. 

F.  Communication. 

G.  Isolation. 

H.  Mental  Illness. 

I.  History  of  suicidal  behavior. 
J.  Hopelessness. 

K.  Thought  constrictioa 

V.  Suicide  prevention:  steps. 

A.  Listen 

B.  Acknowledge  suicide. 

C.  Lethality  assessment:  how,  when,  where,  who  (s/o's). 

D.  Life  pacts. 

E.  Hope 

VI.  The  Alachua  Coimty  Crisis  Center. 
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Group  Activities:  Session  Four 
Schedule 

I.  Read  expectations  on  nurse  trainees'  feedback  form, 
n.  Address  immediate  questions  about  lecture. 

III.  Structured  suicide  discussion. 

A.  Personalizing  suicide. 

B.  Do's  and  don'ts  of  suicide. 

C.  Identifying  suicidal  thoughts. 

D.  Lethality  assessment  and  life  pact. 

E.  Suicide  paraphrasing  activity. 

IV.  Role  plays 

V.  Wrap  up  discussion 

Structured  suicide  discussion 

Trainers  may  ask  nurse  trainees  to  hold  any  less-than-buming  questions  until  after  the 
suicide  discussion. 

Although  this  discussion  is  presented  here  as  an  orderly  step-by-step  progression,  the  most 
important  point  is  for  trainers  to  cover  the  essentials  thoroughly. 

Personalizing  suicide.  Trainers  direct  trainees  toward  considering  suicide  from  the 
personal  viewpoint.  This  exercise  can  be  divided  into  a  number  of  rounds.  First  trainers 
may  ask  nurse  trainees  to  think  about  what  kinds  of  events  or  situations  might  make  them 
contemplate  suicide.  Then,  trainers  may  ask  what  kind  of  interactions  nurse  trainees 
would  want  to  have  with  significant  others  at  that  point.  Like  personalizing  crisis,  nurse 
trainees  are  specifically  directed  NOT  to  reveal  personal  experience  of  being  suicidal  in  the 
past. 

One  goal  of  the  exercise  is  to  allow  self-examination  of  attitudes  toward  suicide  and  death. 
It  may  happen  that  some  members  of  the  group  block  out  any  suicidal  thoughts  within 
themselves  or,  conversely,  become  overly  verbal  and  involved  in  their  suicidal  thoughts. 
For  those  who  become  too  involved,  it  may  be  wise  to  direct  focus  away  from  them  to 
their  presented  issues.  Trainers  may  then  ask  other  group  members  for  their  reaction  to 
these  issues.  For  those  persons  who  close  down  or  deny  suicidal  thoughts,  it  may  be 
beneficial  to  help  the  group  recall  that  suicidal  thoughts  are  part  of  the  continuirai  of 
thoughts  concerning  life  and  death.  That  is,  living  and  dying  and  thoughts  of  these  issues 
are  not  polar  opposites  but  points  along  a  single  continuum. 
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Obviously,  persons  that  respond  with  significant  distress  to  suicide  need  to  be  considered 
for  individual  attention. 

Do's  and  don*ts  of  suicide.  Following  any  discussion,  trainers  will  assist  nurse  trainees 
to  note  the  commonalities  and  differences  in  their  responses.  Trainers  should  conclude  the 
exercise  with  a  number  of  clear  statements: 

1)  Reactions  which  are  not  beneficial:  shock,  judgement,  withdrawal,  failure  to  establish 
rapport  (using  modes  of  response  besides  p/p),  failure  to  acknowledge  suicide,  use  of 
guilt,  etc. 

2)  The  major  requirements  of  suicide  intervention:  paraphrasing  suicide,  lethality 
assessment,  continued  paraphrasing,  life  pacting,  and  engaging  resources. 

Trainers  should  discuss  current  policies  and  procedures  within  the  nurse  trainees  hospital 
setting,  as  well  as  outside  resources  including  the  Alachua  County  Crisis  Center. 

Identification  of  suicidal  thoughts.  Trainers  involve  nurse  trainees  briefly  in  identifying 
clues  which  may  lead  them  to  suspect  suicide.  For  instance,  making  hints  or  threats, 
getting  affairs  in  order  or  giving  away  belongings,  major  changes  in  behavior  or 
personality,  odreme  hopelessness ,  etc. 

Lethality  assessment  and  life  pact.  Nurse  trainees  should  know  the  major  components 
of  lethality  assessment:  how,  when,  where,  means  available,  past  attempts.  (Trainers 
should  also  discuss  recent  or  pending  significant  losses,  presence  and  awareness  of 
significant  others,  fiiture  orientation,  hopelessness,  tone  of  voice,  nurse  trainee's  gut 
response,  etc.) 

Suicide  paraphrase  activity.  Following  this  discussion,  trainers  lead  a  Suicide 
Paraphrasing  Exercise,  rotating  around  the  group.  This  allows  every  nurse  trainee  to 
experience  paraphrasing  suicide  once.  Trainers  point  out  the  difference  between  a  suicide 
paraphrase  and  a  questioa  Trainers  should  identify  why  the  question  is  less  powerfiiL 

To  begin,  trainers  play  the  role  of  a  clearly  suicidal  client  with  whom  rapport  has  already 
been  established.  The  exercises  takes  place  at  the  point  when  the  client  begins  to  make  a 
statement  implying  suicidal  thoughts.  Ideally,  by  the  end  of  the  exercise  everyone  has 
experienced  saying,  "You're  thinking  of  killing  yourself'  or  some  other  equally  effective 
paraphrase.  Then,  trainers  can  focus  everyone's  attention  on  how  those  statements  felt  to 
the  nurse  helper  and  the  client.  (Trainers  should  also  explain  that  while  "you're  thinking  of 
hurting  yourself'  or  "you  want  to  die"  may  provide  some  relief  they  are  not  as  effective 
and  leave  the  nurse  helper  with  significantly  less  information.) 
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Paraphrasing  exercise: 

"I  can't  stand  living  like  this  anymore." 

"I  hate  my  life.  I  wish  I  were  dead." 

"Everybody  would  be  better  off  if  I  were  gone." 

"I  can't  take  the  pain  anymore." 

"There's  no  reason  to  go  on." 

"I  can't  do  this.  My  life  has  to  end." 

"I  need  to  do  something  to  stop  all  this  pain." 

"I  won't  be  bothering  anyone  anymore." 

"If  I  had  a  gun,  I'd  blow  my  head  off." 

"Life  is  just  not  worth  living  anymore." 

Session  four  role  plays  and  trainer  feedback 

The  following  are  issues  that  may  be  raised  and  need  to  be  dealt  with  during  feedback: 

Rapport  building  -  nurse  helpers  will  experience  the  need  for  continued  focus  on  rapport 
building  before  anything  else  can  be  accomplished. 

Suicide  -  The  most  overt  issue  wiU  be  whether  the  nurse  helper  identified  suicidal  feelings 
and  responded  appropriately. 

Resistance  to  suicide  -  If  suicide  is  presented  well  before  the  nurse  helper  responds,  why 
did  he/she  hesitate?  If  the  nurse  helper  discussed  suicide  in  a  stilted  or  judgmental  fashion, 
what  problems  did  this  create? 

Lethality  assessment  -  If  suicide  was  identified,  was  the  nurse  helper  also  able  to  assess 
lethality? 

Life  pacts  -  Trainers  should  applaud  any  nurse  helper  who  makes  or  attempts  a  suicide 
pact. 

S/O's  -  Trainers  should  continue  to  remind  nurse  trainees  to  remember  S/O's  in  their  crisis 
intervention  and  suicide  prevention  efforts. 
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Skills:  acknowledge  suicide  and  attempt  assessment  and  life  pact 

Knowledge: 

—  history  of  suicide 

—  historical  attitudes  toward  suicide 

—  research  on  suicide  and  suicide  prevention 

—  statistics  about  suicide  rates,  causes  and  victims 

Attitudes: 

—  suicide  is  not  a  mental  illness 

—  suicide  is  preventable 

—  suicidal  thoughts  are  often  ambivalent 

—  we  can  respond  to  the  wish  to  live,  not  the  wish  to  die 

—  real  and  philosophical  limits  for  nurse  helpers 

—  one's  own  feelings  about  death  and  suicide 

—  the  need  for  aggressive  intervention 

—  a  person's  right  to  intervention 


APPENDIX  B 
ROLE  PLAY  SUMMARIES 


Sample  Role  Plav  Scenarios  for  Nurses 

Information  for  the  nurse  helper  is  to  be  given  to  the  entire  group  prior  to  the  role  play. 
The  trainer  is  to  do  the  client  set  up  out  of  the  room.  Role  plays  may  have  potential 
suicidal  ideation  with  varying  degrees  of  lethality. 

Role  Play  1 

Information  for  nurse  helper: 

A  26  year  old  woman  is  in  the  waiting  room  waiting  for  news  on  her  mother's  surgery. 
You  follow  the  doctor  into  the  room  ~  he  informs  the  woman  that  her  mother  did  not 
survive  the  surgery.  The  woman  bursts  into  tears  and  says  "no,  no,  she  can't  be  gone!" 
The  doctor  then  leaves  you  with  the  woman. 

Client  set  up: 

Emotions:  grief,  devastated,  angry  with  doctors 

Key  phrases:  "She  was  my  best  friend"  "What  am  I  going  to  do  without  her"  "They  said 
she  would  be  fine!" 

Role  Play  2 

Information  for  the  nurse  helper: 

You  have  been  taking  care  of  a  19  year  old  male  patient  for  2  weeks.  He  has  just  been 
told  that  he  will  need  to  have  his  left  leg  amputated.  When  you  come  into  the  room  he  is 
lying  there  staring  at  the  ceiling. 

Client  set  up: 

Emotions:  shock/denial,  grief,  angry  with  selfdoctors 

Key  phrases:  "I  don't  believe  it  -  it  can't  be  true."  "I  did  this  to  myself'  (the  accident  was 
the  patient's  fault),  "Running  is  my  life  (college  track  team)."  "What  am  I  going  to  do?' 

Role  Play  3 

Information  for  nurse  helper: 

A  39  year  old  woman  is  waiting  for  news  on  her  12  year  old  son  who  was  hit  by  a  truck 
while  riding  his  bike.  The  child  was  riding  down  the  road  where  he  was  told  not  to  go. 
The  child  is  in  a  coma  and  is  going  to  go  into  surgery  shortly.  He  has  a  severe  head  injiuy. 
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Client  set  up: 

Emotions:  anger,  guilt,  terrified  he  will  die 

Key  phrases:  "I've  told  him  not  to  ride  his  bike  on  that  busy  road."  "I  should  have  been 
watching  him." 

Role  Play  4 

Information  for  nurse  helper: 

You  have  been  working  closely  with  another  nurse  for  some  time.  You  know  she  has 
gotten  very  attached  to  one  of  her  patients  who  has  been  in  the  hospital  for  about  3  weeks. 
When  you  get  to  your  shift  you  find  out  that  the  patient  died  last  night.  You  find  out  at 
the  same  time  as  the  other  nurse. 

Client  set  up: 

Emotions:  loss,  pain,  helpless 

Key  phrases:  "I  didn't  even  get  a  chance  to  say  good-bye." 
Role  Play  5 

Information  for  nurse  helper: 

You  have  been  taking  care  of  an  elderly  man  who  has  been  fighting  cancer  for  some  time. 
He  has  been  going  through  radiation  therapy  and  chemotherapy.  He  has  lost  a  great  deal 
of  weight  and  has  been  hospitalized  for  the  past  few  days. 

Client  set  up: 

Emotions:  hopeless,  helpless,  exhausted 

Key  phrases:  "I  am  just  so  tired  if  fighting  this  disease."  "I  just  want  to  rest."  "It's  not 
worth  it  anymore."  "It's  been  ten  years." 

Role  Play  6 

Information  for  nurse  helper: 

A  22  year  old  woman  is  recovering  after  a  hysterectomy.  She  had  cancer  and  the  surgery 
was  the  only  option  for  saving  her  life.  She  has  a  large  femily  (she  is  the  youngest  of  five 
children)  and  they  visit  her  often.  However,  she  often  appears  very  depressed.  You  come 
into  her  room  one  evening  and  she  is  crying. 

Client  set  up 

Emotions:  dev2istated,  hurt,  angry,  loss  of  dreams 

Key  phrases:  "You  know  I  always  wanted  to  have  a  large  family."  "My  sisters  all  have 
such  beautifiil  children." 
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Role  Play  7 

Information  for  nurse  helper: 

A  woman  wants  some  information  about  her  father  who  is  in  the  hospital.  He's  been  very 

sick  and  has  lost  a  lot  of  weight.  She  is  very  frustrated  because  she  feels  no  one  is  telling 
her  anything.  You  have  no  additional  information  for  her  yet. 

Client  set  up: 

Emotions:  scared,  angry,  suspicious 

Key  phrases:  "They're  not  telling  me  something."  "Why  won't  they  talk  to  me?'  "I  have  a 
right  to  know  what's  going  on"  "I  don't  trust  those  doctors." 

Role  Play  and  Information  for  Videotaping 

Information  sheet  to  be  given  to  nurse  helper: 

Information  about  your  patient: 

Your  patient's  name  is  Wendy.  She  was  admitted  to  the  hospital  for  severe  cuts,  bruises, 
and  a  broken  leg,  after  a  terrible  car  crash  2  days  ago.  She  was  driving  and  her  fiancee 
was  killed.  She  has  been  very  depressed  today.  This  patient  was  placed  on  your  unit  due 
to  a  bed  shortage  on  another  unit  and  you  have  not  worked  with  her  before.  You  are  just 
coming  onto  your  shift  and  are  going  in  to  check  on  her. 

She  is  obviously  in  crisis.  Your  job  is  to  respond  to  her  in  the  most  helpfiil  way  that  you 
know  how. 

The  role  play  will  only  last  for  3  Y2  minutes  -  so  continue  talking  with  her  until  time  is  up 
-  (don't  give  up). 

Information  for  client  set  up: 

Emotions:  overwhelmed,  cheated,  devastated,  lost,  angry,  guilty 
Key  phrases:  "I  miss  Steve"  "We  were  supposed  to  be  together  forever."  "We  were  on 
our  way  home  from  planning  the  wedding"  "It  was  all  my  fault,  I  was  tired  and  fell  asleep 
at  the  wheel."  "He  said  we  should  stop,  but  I  didn't  listen  to  him." 


APPENDIX  C 
CRISIS  INTERVENTION  RATING  FORM 

Crisis  Intervention  Rating  Form 

Please  refer  to  the  categories  listed  below  and  think  about  the  role  play  you 
just  observed.  Based  on  your  knowledge  of  crisis  intervention,  and  on  the 
definitions  presented  on  the  second  page  of  this  form,  please  rate  (from  0-4) 
how  effective  and  appropriate  the  "helper"  was  in  each  of  these  categories. 
You  will  have  one  score  for  each  of  the  first  four  categories  and  one  score  for 
the  "overall  effectiveness"  of  the  helper's  intervention.  Also,  please  include 
any  comments  that  may  be  helpful  in  interpreting  these  scores. 

0  -  Not  done,  yet  situation  made  it  appropriate  to  do  so. 

1  -  Not  adequate  or  inappropriate.  Attempted,  but  not  effective. 

2  -  Needs  work.  Attempted  and  approaching  adequate. 

3  -  Adequate.  Appropriate  and  effective  level  attained. 

4  -  Exceeded  expectations. 

Establishing  Rapport   

Paraphrasing   

Discussing  Feelings   

Discussing  Problems   

Overall  Effectiveness 
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Crisis  Intervention  Rating  Definitions 


Establishing  Rapport 

Empathy 

Warmth 

Genuineness 


Level  of  relationship  developed  between 
helper  and  client 

Accurately  and  sensitively  understanding  a 

person's  situation 
Deep  and  genuine  caring  for  the  client  as  a  person 

Being  real  and  authentic 


Paraphrasing 


Discussing  Feelings 


Discussing  Problems 


Overall  Effectiveness 


Use  of  mechanics  and  techniques  of  reflecting  or 
restating  feelings  and/or  problems  and  issues 

Identifying  and  discussing  the  client's 

feelings  accurately  with  matching  intensity 
and  range 

Identifying  and  discussing  the  client's  situation 
and  issues  accurately  and  fully,  when 
appropriate 

Effectiveness  of  the  intervention  -  degree  of 
successful  application  of  skills  and  concepts. 


APPENDIX  D 
NURSING  CLINICAL  SELF-EFHCACY  SCALE 


NURSING  SCALE 

Below  are  a  number  of  tasks  that  nurses  are  often  asked  to  do  in  the  course  of  their  work. 
By  circling  one  of  the  numbers  given  indicate  how  confident  you  are  that  you  could 
perform  each  task  successfiilly.  If  you  are  not  confident  of  your  ability  to  perform  this 
task  successfiilly,  circle  "1".  If  you  are  confident  of  your  ability  to  perform  this  task 
successfiilly,  use  the  numbers  fi-om  "2"  to  "10"  to  rate  how  confident  you  are,  circling 
"10"  if  you  are  very  confident. 


I  could: 

1 .  reassure  or  comfort  a  distressed  patient  and  help  them  to  cope 

123456789  10 
I  am  not  confident  Fairly  confident  I  am  very  confident 

2.  collect  a  wound  specimen  fi-om  a  patient 

123456789  10 


3.       give  a  patient  an  enema  or  suppositories  (make  their  bowels  move  or  pass 
their  motion). 

123456789  10 


4.       remove  a  patient's  stitches 

123456789  10 
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Ill 


5.  clean  and  instil  medication  in  a  patient's  eyes,  ears,  or  nose 

123456789  10 
I  am  not  confident  Fairly  confident  I  am  very  confident 

6.  cope  with  working  with  new  staff  and  in  new  environments  following  unit 
changes 

123456789  10 


7.       advise  a  doctor  about  his/her  patient's  condition  or  contact  a  doctor  in  an 
emergency 

123456789  10 


8.       ask  for  clarification  of  instructions  or  for  help  with  any  procedures  not  understood 
123456789  10 


9.       explain  to  the  patient  about  the  treatment  to  be  given  (dress  wound,  take  out 
stitches,  give  injection). 

123456789  10 


10.      form  a  positive  working  relationship  with  the  charge  nurse  and  other  nursing  staff 
123456789  10 


1 1 .      form  an  interpersonal  relationship  which  assists  the  patient  to  ask  my  help,  i.e., 
get  along  so  well  with  patients  that  they  are  able  to  seek  my  help  without 
embarrassment. 

123456789  10 
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12.     take  a  client's  ECG  (record  of  the  heart  beats) 

123456789  10 
I  am  not  confident  Fairly  confident  I  am  very  confident 


13.  establish  and  maintain  continuous  catheter/urodome  drainage 

123456789  10 

14.  assist  the  anesthetist  in  inducing  and  maintaining  an  anesthetic 

123456789  10 


15.      organize  the  equipment  for,  and  maintain,  an  intravenous  drip  (monitor  flow  rate, 
infiision  regulator,  change  containers) 

123456789  10 


16.  catheterize  a  female  patient  (remove  urine  via  a  tube) 

123456789  10 

1 7.  give  a  baby  or  a  child  an  injection 

123456789  10 

18.  nurse  a  client  in  isolation  (barrier  nurse) 

123456789  10 

19.  attend  to  a  body  after  death 

123456789  10 
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20.      give  a  patient  drugs  by  injection  as  ordered 


1  2 
I  am  not  confident 


3 


4 


5  6 


7 


8 


9  10 


Fairly  confident 


I  am  very  confident 


21.  discuss  problems  with  a  patient  and  help  in  finding  solutions,  keeping  all 
disclosures  in  confidence 

123456789  10 

22.  assist  at  an  operation  (hand  instruments  to  a  surgeon) 

123456789  10 

23.  give  prescribed  tablets  at  the  correct  times  and  supervise  the  drug  cart  during 
this  routine 

123456789  10 


24.      teach  a  child  how  to  self-inject  insulin 

123456789  10 
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